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Reviews 


Reader reviews on this series of AK textbooks: 


“Anew generation of applied kinesiology (AK) textbooks is here. The first of several planned publications, Applied Kinesiology Es- 
sentials carefully discusses the extensive reaches of AK’s assessment and treatment capabilities. These include how body and brain 
dysfunction, whether pathologic or, most commonl,y, the reversible physiopathologic state, is reflected in muscle imbalance. Through 
a better understanding of afferent and efferent systems, sensorimotor receptors, mental receptors, proprioception and cognitive 
development with its important motor relationships, we can better integrate this holistic approach into a unique and effective model 
ofhhealthcare... 


Just as important, this textbook provides an up-to-date scientific scrutiny ofa vast and often misunderstood—and misused— segment 
of healthcare. Those employing any aspect of manual muscle testing will find it refreshingly useful, from physical therapists, chiro- 
practors, and osteopaths, to medical doctors, massage therapists and other practitioners who incorporate any form of bodywork. 


There’s an important chapter on the long-standing relationship between traditional Chinese medicine and AK—two approaches that 
share many non-muscle testing assessment and therapeutic components, and how practitioners can incorporate muscle testing into 
these models. 


There’s also a valuable chapter on the organ-muscle relationship that discusses the accumulation of viscerosomatic evidence. 


While a significant amount of peer-reviewed, indexed papers on AK have appeared in recent years, this text brings much of this 
information, and references, into one book combined with the essential information to more easily utilize a complex holistic approach 
to patient care.” 

« Philip Maffetone, DC 


“Cuthbert has published over 50 research studies on applied kinesiology methods including 12 papers indexed in PubMed. He is 
well qualified to write this continuation of Walther’s texts. The table of contents includes 11 chapters with topics and subtopics, each 
acknowledging contributing authors. Photographs, illustrations and tables occupy almost every page. 


Applied Kinesiology Essentials has arrived at the right time in modern clinical structural care. It updates the evidence for the valida- 
tion of Goodheart’s original research from the 1960’s. Updating the referencing of AK methods that Walther published in the 1970- 
80’s and now pushes AK methods ahead of current rehabilitation trends while at the same time consolidating the value of traditional 
chiropractic methods. 


Amazon.com lists 649 books with the search topic “Applied Kinesiology”. This book is unique, in that it provides the current evidence 
for logic and application of the basic AK methods, thus providing data that can be used to answer the current complaints by skeptic 
societies attempting to denigrate the work of any allied or complementary therapist. 


Traditional AK methods got locked into the research, terminology and style of clinical practice of the 1960-70’s. Dr. Cuthbert has bro- 
ken that mold with Applied Kinesiology Essentials-The Missing Link in Healthcare and shows the modern relevance of the original 
observations of the pioneers of Applied Kinesiology.” 

e Don McDowall, DC, MAppSc, DIBAK, FACC 


“The authors’ credentials are impressive. They are each internationally known and respected in the health care field with an area 
of expertise, such as chiropractic, oriental medicine, acupuncture, functional medicine, healthcare education, biochemistry, and 
research. This is fitting because AK is the integration of many forms of mainstream and complementary and alternative systems of 
evaluation and treatment. The book is written for a broad audience of professionals that evaluate and treat a wide variety of condi- 
tions. 


I highly recommend this book to anyone interested in AK. It also serves as a good reference for up to date research for those inter- 
ested in teaching. For less than the price of an office visit this textbook is well worth it. “ 
e David P.Sniezek, DC, MD, MBA, FAAIM 


“Amust read for anyone interested in finding out about AK, or anyone interested in exploring different forms of physical medicine.” 
“Ultimate authority on AK.” 


“This book truly stands alone on the topic of Applied Kinesiology. Even if you have just a little understanding of anatomy, physiol- 
ogy, and chemistry you will find this to be clear enough and well-written enough to mushroom your knowledge. If you want to learn 
how to become adept at “assessing” health conditions and sub-clinical deficiencies and to incorporate AK into your work -- whether 
massage, chiropractic, osteopathy, kinesiology, PT, nutritional therapist, dentistry, standard medicine, or even just working with your 
family -- then THIS is the book you want. Packed with info that is straight to the point and simultaneously rich in details, it has been 
my guide into understanding how to assess and facilitate the healing and repair of the human body. It has served me extremely well 
and, in my opinion, it is the only book on the subject you will need. It does not disappoint.” 


“A thorough understanding of the material in this text will enable a physician, whatever his or her specialty, to more effectively handle 
problem patients and get to the basic underlying cause ofa condition. Many health complaints are better understood with the infor- 
mation available in this text.” 
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Preface: AK Essentials 


This book describes the basis and practice of applied 
kinesiology (AK), i.e. those manipulative and diagnostic 
techniques in which a patient, on request, has his or her 
muscles tested from a controlled position in a specific 
direction against a distinct counterforce applied by the 
practitioner. This is now a widely recognized approach 
in the diagnosis and treatment of musculoskeletal, 
craniosacral, biochemical, and psychosocial dysfunctions. 
It combines methods used in chiropractic, osteopathy, 
nutritional and naturopathic practice, physical therapy and 
manual medicine. The text provides a comprehensive and 
up-to-date presentation of the evidence substantiating AK 
techniques as well as the evidence-based substantiation for 


AK care. 
The different procedures developed by Dr. George 


J Goodheart, Jr. and others in the International College 
of Applied Kinesiology are derived from many disciplines 
including chiropractic, osteopathy, medicine, dentistry, 
acupuncture, nutrition and more, and are currently being 
used by doctors of chiropractic, osteopathy, homeopathy, 
massage therapy, physiotherapy, naturopathy, dentistry 
and medicine around the world. In turn these procedures 
have been taken up by many in the healing professions — 
chiropractors, dentists, osteopaths, acupuncturists, general 
practitioners, physiotherapists, and massage therapists, 
naturopaths, homeopaths and nurses - as an adjunct to 
their normal methods of diagnosis and therapy, making 
the relationship between AK and the other branches of 
complementaryandalternativemedicine (CAM) reciprocal 
and mutually reinforcing. 

Few text-books remain popular for close to 30 years 
unless they havean intrinsic value and filla real need within 
the healing professions. Dr. David S. Walther’s original 
series of AK textbooks (begun in 1976 and expanded and 
updated in 1981, 1983, 1988, and again in 2000) present 
an evolving method of functional diagnosis for a wide- 
range of human functional problems. This text is the third 
in a projected series of 5 volumes. Volume | presented 
most of the basic procedures used in AK, as well as the 
precise execution of the manual muscle test. Volume Il 
extensively covers the craniosacral and craniomandibular 
systems as evaluated and treated in AK. Volume III was 
projected to cover the meridian system, but has been 
presented instead in Walther'ss Synopsis and is updated in 
this volume. Volume IVa will be published at the same 
time as Applied Kinesiology Essentials, and it covers 
lower body dysfunctions as evaluated and treated using 
AK methods. The second book Volume IVb will cover 
upper body dysfunctions and include updates on Walthers 
original work on the stomatognathic system. Volume V 
on systemic conditions (including digestive function, the 
endocrine and metabolic systems, etc.) was also presented 
in Walther's Synopsis and extended in this volume and the 
next on lower and upper body systemic conditions. 


Scott Cuthbert Pueblo, CO 2014 


This book: 


e Details the background of muscular dysfunction 
and explains why muscular inhibition is a 
primary feature of structural, biochemical, and 
mental-emotional disturbances. The necessity 
of accurate diagnosis for this central feature of 
abnormal human function is demonstrated 


e Provides precise assessment and diagnostic 
guidelines 


e Offers the most up-to-date literature reviews of 
applied kinesiology evidence in relationship to 
most functional illnesses 


e Provides examples of the many variations 
on the safe use of AK in acute, chronic and 
rehabilitation settings 


e Explains the use of AK for individual muscle 
problems, muscle chain reactions, local and 
remote myofascial dysfunction and joint 
subluxations 


e Provides the most current compilation of the AK 
evidenoe-base 


e AK proceduresprovidean interactive, integrated 
assessment of the functional health status of an 
individual which is not equipment intensive but 
does emphasize the importance of correlating 
and understanding all findings with standard, 
evidence-based,  best-practice 
procedures. 


diagnostic 


Dr. David S. Walther, DC, DIBAK 
March 19, 1937 to September 10, 2008 
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“Body language does not lie” 
“Muscle testing is the key to body language.” 


“Innate intelligence is body language combined 
with muscle testing.” 


- George J. Goodheart, Jr. 
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George J. Goodheart, Jr., DC, DIBAK 
1918-2008 


Introduction 
CHAPTER ONE 


Ar kinesiology (AK) isa unique 
system of examination that evaluates P 
normal and abnormal body function and helps 

bring together many forms of mainstream and 
complementary and alternative therapeutics. The 

discovery that the musculoskeletal system isa 
representational system for therestof human physiology isthe 
basis for its sucoess and its popularity. The integration of the 
muscularsystemwiththearticular, nervous,visceral, Iymphatic, 
vascular, digestive, psychological and energetic systems, 
including the myofascia and skin, makes the phenomenon of 
muscular imbalance — identifiable by the manual muscle test 
-extremely useful asa diagnostic probe into the homeostasis 
of the body asa whole. For these reasons the discipline of AK 
has become known as an indicator of functional neurology. 
AK makes possible the diagnosis of muscular imbalance in the 


early diagnosis of abnormal neurophysiology. 


AK has grown rapidly in its first 5 decades 
sinceits introduction to thescientificcommunity 
in 1964 by George J. Goodheerrt, Jr., DC, both in 
the number of physicians and therapists using it 
and in its concepts and scope. Dramatic changes 
can be made in muscle integrity by using the 

various treatment techniques available to the many branches 
of the natural healing arts, bringing muscular imbalances of 
the body back to normal. 

Treatment by the AK clinician can generate a sense of 
understanding and meaning for the patient, as well as an 
immediate expectation of change in a fundamental factor 
of movement, the strength of a patient's inhibited muscle 
system. The experience of instantaneously improved comfort 
during movements, the expectation of change, and the 
mutual interaction between the doctor and the patient offers 


a feeling of empowerment. (Csordas, 1983) The applied 


kinesiologist’s combination of vitalist philosophy and triad 
of health explanations give the doctor and the patient a 
rich vocabulary for those illnesses which conventional 
medicine is poorly equipped to address. Research indicates 
that for the functional illnessesthat the AK clinician treats, 
precise diagnosis of causative factors, assuranoe of recovery 
by improvements (revealed in the manual muscle test), and 
physician-patient agreement about the underlying nature 
of their problem each hasten recovery. (Bass et al., 1986) 

As an integrated system of healthcare, AK emphasizes 
muscle function as a transcript of the central integrative 
state of the nervous system. Because it is a part of the 
neuromuscular continuum, human muscle exhibits 
immediate and sensitive adaptation in parallel to 
plasticity of the central nervous system. (Henneman, 
1980) Understanding the importance of muscle in many 
physiopathological conditions is important because muscle 
is one of the most physiologically plastic tissues in the body 
and can be treated to improve strength, endurance, skill, 
and flexibility, even in very elderly people. It has also been 
demonstrated thatevery task or movement we perform will 
never exactly repeat itself (Bartlett etal., 2007) - variability 
is neurologically built into our body’s response to life! It is 
now suggested that such variability is an essential healthy 
aspect of biological systems and that during injury and 
disease proossses this variability tends to be diminished. 
(Stergiou et al., 2006) Muscle capably reflects the plasticity 
and variability of the nervous system. AK deals best with 
functional disorders that are caused by disturbances in 
physiopathology, rather than structural pathology in which 
there is an underlying anatomical or biochemical lesion 
causing disease. 

The importanoe of muscles in moving and protecting 
the spinal column is also quite obvious when the muscle 
system is compared to the skeletal system. Not only is 
the total area of the numerous muscles surrounding the 
spinal column and skeleton much bigger than the area 
of the spinal column and skeleton itself, but the muscles 
have significantly larger lever arms than those of the 
intervertebral disc and ligaments. The muscles provide the 
mechanical stability and functional capacity to the spinal 
column. 

Functional conditions develop because of altered 
activity in the nervous and muscular systems. Common 
clinical conditions reflecting this state of affairs are 
back and neck pain, general body pain, gastrointestinal 
disturbances, autoimmune conditions, fatigue and 
exhaustion, anxiety and depression states, and a large 
number of other conditions. Applied kinesiology can help 
to determine what treatment will return the altered state 
to proper function; thus, the optimal form of intervention 
can often be determined by this examination method, 
which is one reason that AK brings together so many 
forms of complementary therapeutics. In this manner, 
AK becomes a significant adjunctive diagnostic tool when 
used in combination with other clinical findings upon 
examination. Methods of diagnosis, such as palpation and 
physicalsigns which haveserved the manual professions so 
well in the past, must now be supplemented by the newer 
methods developed in AK; namely the manual muscletest, 
therapy localization and challenge. 
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(van Roojen, 2000) 
(Reproduced with kind permission) 
The total area of the spinal muscles is considerably 
greater than the bony spinal column. 


A compendium of AK outcomes-related research 
for specific biomedical conditions is now available from 
a number of platforms, (ICAK.COM, 2012; Rosner & 
Cuthbert: ChiroACCESS, 2012) and will be reviewed in 
these textbooks. Positive changes immediately after AK 
corrections for functional disturbances have beenreported 
with measurements of salivary pH, blood chemistry, blood 
pressure, lingual ascorbic acid time, thyroid function, 
coronary function (some measured by electrocardiograph 
and others by endocardiograph), hearing and visualacuity, 
posture, body temperature, vital capacity, range of motion, 
visualanalogscalesfor neckand lowbackpainandassociated 
spinal conditions, psychologicaland cognitive performance 
measured with psychometric tests, and the muscle strength 
improvements accompanyingthesesuccessful outcomes. 

Regardless of the name of the system of therapy used, 
whether spinal or peripheral joint manipulation, reflex or 
meridian stimulation, nutritional or homeopathicsupport, 
emotional or cognitive reconceptualization, cranial 
treatment or various soft tissue techniques, if it strengthens 
a pathophysiologically inhibited muscle the treatment is 
thought to bring the anterior horn of the spinal cord and 
its associated motor neuron to a more normal state of 
function. The current interest in AK methods around the 
globe crosses all political and therapeutic barriers. 


AK integration of complementary 
and alternative medicine 


Applied kinesiology integrates several branches of 
knowledge. They include the chiropractic and medical 
professions; the neurophysiologic, psychological- 
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behavioral, massage and motor-control sciences, as well 
as the nutritional, meridian or energetic, and physical 
therapy and rehabilitation fields. The enormity of 
available information from these diverse sources can be 
overwhelming, in particular when trying to translate this 
information into a practical clinical approach. Fortunately, 
George J. Goodheart, Jr., the founder of AK, possessed a 
clinical genius for diagnosing through the muscle system 
the “body language” of the disorders commonly found in 
these many disparate fields. More generally, much that is 
now done in responsibleand evidenced-basedcchiropractic, 
osteopathic, physical therapy, naturopathic, homeopathic, 
acupuncture, and nutritional settings conform to many 
AK principles and methods. The variety of terms used by 
the manipulative professions for manipulable disorders 
of the body (subluxation, fixation, lesion, joint blockage, 
somatic dysfunction, segmental dysfunction, ligamentous 
or membranous articular strain, peripheral articular 
dysfunction, visoeral strain or ptosis, etc.) can now be seen 
asa as a neurological dysfunction readily demonstrated by 
the manual muscle test. 

The integration of approaches that AK offers isa new 
and important approach to healthcare. The ultimate goal 
is to unearth the causes of neuromusculoskeletal pain and 
dysfunction. Simply describing a procedure for asymptom 
is notenougn. But the ultimate guide is the patient, through 
interactions and tests and through manual conversations 
with the patients muscles. This clinical integration and 
insight takes into account the individual with a complaint 
and the associated sensorimotor systems. Management is 
detailed by way of a multi-model approach. Hence, applied 
kinesiology has provided a systematic approach towards 
a better understanding of the complexities of clinical 
investigation and management related to disorders of the 
human being. Equally impressive is the fact that it dovetails 
with newer and more progressive concepts of evidenoe- 
based medicine. (Rosner, 2012) 

Applied kinesiology should be differentiated from 
kinesiology, which is the study ofthe principles ofmechanics 
and anatomy in relation to human movement. (Dorland’s 
Illustrated Medical Dictionary, 2007) The combined 
terms “applied” and “kinesiology” describes a practical 
application of this discipline: the use of manual muscle 
testing to evaluate body function through the dynamics 
of the musculoskeletal system. “Kinesiology” comes from 
the Greek word “kinesis,” meaning motion, and “ology,” 
meaning a branch of learning. Kinesiology, then, means 
the study of the principles of mechanics in anatomy in 
relation to human movement. The term “applied” puts 
into perspective this utilization of kinesiology. According 
to Webster, the definition of “applied” is: “Put to practical 
use: engaged in for utilitarian or contributory purpose: 
concerned with concrete problems or data rather than with 
functional principles.” This certainly describes the use of 
kinesiology in the practical application known as applied 
kinesiology. Coaches and athletic trainers are the primary 
users of academic kinesiology for enhanoed function in 
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sports. Applied kinesiology uses thesesame principles with 
expansion into the examination and treatment of health 
problems. Many treatment methods established outside of 
applied kinesiology are applied as treatment, and some new 
methods have been developed within its framework. 
Applied kinesiology originated when George J\. 
Goodheart, Jr., D.C., of Detroit, Michigan, was examining 
a patient's shoulder problem. (Goodheart, 1964-1998) 
Structurally, the scapula flared away from the thorax. 


Body language of serratus anticus impairment 


Mustcles tell 
the AK doctor 
about your nerves 


fi 


Serratus anticus manual muscle test 


The serratus anticus muscle tested exoeptionally weak 
although there was no musde atrophy, and the muscle 
appeared to be normal with the exception of smallnodules 
at its insertion. In the process of palpating the nodules to 
determine their characteristics, Goodheart noticed that, 
with continued palpation, the nodules disappeared and 
the muscle immediately tested strong. The scapula no 
longer flared away from the thorax and was symmetrical 
with the other side. The patient's shoulder problem was 
eliminated, and normal muscle function persisted on 
follow-up examination with no further treatment. This 
initial treatment method was termed the origin and 
insertion technique, and Goodheart presented italong with 
specific muscle testing protocol patterned after Kendall et 
al. (Kendall et al., 2005, 1993) at the inaugural meeting of 
the American Chiropractic Association in 1964. 


The founder and developer of AK 
George J. Goodheart, Jr., DC, DIBAK 


The importance of Goodheart’s immediate treatment 
of muscle injury and inhibition cannot be overstressed. In 
traditional physiotherapeutic practice, exercise (physio- 
therapeutic sensorimotor training) is the treatment of 
choicefor muscleinhibition. (Janda, 2007) Thesetreatment 
approaches “employ complex, prolonged, labor-intensive, 
and expensive exercise regimens” for the treatment of 
muscle inhibitions and imbalances. (Hurley, 2003) 

From this important beginning (the immediate 
manipulative intervention to a muscle-joint injury that 
corrected the muscle inhibitions found with the MMT) 
a small group of chiropractors added manual muscle 
testing to their general examination procedures. The 
dramatic relief from the origin/insertion technique 
was frequent enough to keep the examiners testing 
muscles, but frequently dysfunction was observed by 
manual muscle testing where the muscle did not have 
the small nodules at the origin/insertion and thus 
did not respond to that technique. With time, many 
therapeutic procedures from different disciplines were 
found that returned a weak muscle to normal status. 
(Goodheart, 1964-1998) Because of this AK has 
become an interdisciplinary examination approach in 
health care, drawing together the core elements of many 
complementary and alternative therapies and creating a 
more unified approach to the diagnosis and treatment 
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of functional illness - each woven into the matrix ofthe 
muscle system. 

Basic to applied kinesiology is the manual muscle test, 
which evaluates the ability of the nervous system to adapt 
a muscle to meet the changing pressure of the examiner's 
test. The initial findings were muscles that tested less 
resistant to the examiner’s applied force in comparison to 
the patient's other muscles. When this dysfunction was 
found, the muscle was designated as “weak” -- a term that 
is still used althougnh it is inappropriate. A muscle that tests 
weak on manual muscle testing may still produce adequate 
power when tested against a force transducer. (Conable 
& Rosner, 2011) The manual muscle test evaluates how 
the nervous system modifies the muscle function to 
meet the changing demands of the examiner’s timing 
and application of force against the muscle's resistance. 
The formal terms representing “weak” and “strong” are 
“conditionally inhibited” and “conditionally facilitated”, 
respectively. Nonetheless, many studies have shown that 
the impairments found using the MMT are confirmed as 
strength impairments when using SEMG, dynamometers, 
and other force transducers. This indicates that the 
concurrent validity ofthe MMT (the comparison of MMT 
with instruments that measure foroe) is relevant. 


Facilitated and Inhibited 
Strong and Weak 
MMT outcomes 


Muscle +<—- cnSs—o Convergent 
proprioceptors — *—— sensory input 


No modification 
(dysafferentation) 
of contraction program 


Modification of 
contraction program 


Strong MMT Weak MMT 


Types of Muscle Contraction 
For Test of Function 


Initiated by program in the CNS 


Manual muscle Cybex 
test muscle test 


CNS program 
modified by 
muscle 
proprioceptors 


No significant 
modifications 
needed 


Convergence and difference between MMT 
and instrument testing of muscle function 


Manual muscle testing is both ascience and an art. To 
do manual muscle testing properly, the examiner must be 
well-trained in the scientific aspects that include anatomy, 
physiology, and neurology of muscle function. A major 
objective is to place the muscle being tested at its greatest 
advantage and any synergistic muscles at a disadvantage. 
When the physician has sufficient knowledge of the 
scientific aspects of manual muscle testing, then the art 
can be developed. In addition to developing the skill to 
perceive the muscle’ function, the examiner controls the 
speed, timing, and direction of the test, which must be 
reproducible from test to test. A physician does not have to 
be of large stature; when musde testing is done correctly, it 
does not require a lot of applied force. 

The AK MMT examination when performed properly 
can detect weak muscles, inhibited muscles, compensatory 
movement patterns, antalgic movement patterns,synergist 
substitution, timing and endurance impairments, and 
muscles recruited in an abnormal sequence. (Schmitt 
& Cuthbert, 2008) The weakness of muscles in the 
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distribution of the motor nerve must by distinguished 
from the dysfunctional patterns of weakness induced 
by joint subluxations, microavulsions and enthesopathy, 
trigger points, muscle spindle cell or ligament dysfunction, 
meridian imbalance, emotional overlay, dehydration, 
cranial sacral problems and other strains related to 
functionalmusclegroups, regardlessof innervation. The AK 
sensorimotor evaluation system (“challenge” and “therapy 
localization”, discussed in detail later) makes each of these 
factor’s influence upon muscle function diagnosable and 
readily apparent to both the examiner and the patient. 

With the complexity of symptoms on display in the 
typical patient, including pain and dysfunctional tissues, 
joints, etc., where would it be most appropriate to initiate 
treatment? The MMT (with the addition of the invaluable 
and unique sensorimotor diagnostic tools called therapy 
localization and challenge) identifies the dysfunctional 
tissue and permits the selection of the precise articular, 
soft-tissue, biochemical, or psycho-emotional correction 
required to change that finding. 


A 
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CHAPTER TWO 
The AK Concept Confirmed: 


Muscle inhibition is the primary characteristic of painful muscles 


T* growing literature in pain science and 
applied kinesiology research indicates 

that the body’s reaction to injury and pain is 
not primarily increased muscular tension and 
stiffness, but that muscle inhibition is usually 
more significant. (Goodheart, 1998-1964) 
Because of Sherrington’s Law of Reciprocal Inhibition, these 
two functional states in muscles are related. (Sherrington, 
1979) Sherrington’s law affirms that decreased activity of 
certain muscles (due to pain or inflammation, for instance) 
leads to facilitation -and thus increased activity and tension — 
of their antagonist muscles. 

Lund indicates that the pain-spasm-pain model should 
be overturned as well and replaoed with the pain- adaptation 
theory to explain these muscle imbalances. (Lund et al., 
1991) Lund reviewed articles describing motor function in 


five chronic musculoskeletal pain conditions 
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(temporomandibular disorders, muscle tension 
headache, fibromyalgia, chronic lower back 
pain, and post-exercise muscle soreness). Lund 
showed that when pain is present ineach ofthese 
musculoskeletal disorders, there is a decreased 
activation of muscles during movements in 
which they act as agonists and increased activation during 
movements in which they are antagonists. This model is in 
clear contrast to the pain-spasm-pain model, which suggests 
that muscle tension is neosssarily increased when painful 
stimuli are present. 

According to the older pain-spasm-pain model, the 
spasms in musculature that are involved in nociceptive 
activity are attributed to a vicious cycle that is triggered by 
nociceptive input from muscle: the nociceptive input elicits 
the flexor reflex, and the contracting muscle compresses its 


own vasculature and/or consumes large amounts of oxygen 


if the contraction is of sufficient strength and duration. 
Thus, the muscle is forced to perform contractions under 
ischemic conditions. Ischemic contractions activate muscle 
nociceptors that maintain the flexor reflex and the vicious 
cycle. 
Facilitates prime mover, synergists and fixators 
Inhibits antagonists 


Prime mover and 


synergists 
(facilitated) _ 


// _ Antagonist 
y RR (Inhibited) 
% , 
Sherrington’s Law 


Sherrington’s Law of reciprocal inhibition 


Direct experimental evidence supporting this model 
(the pain-spasm-pain vicious cycle), and for nociception 
generating muscle hypertonicity is lacking. Not only 
Lund and colleagues but also Mense and Simons (experts 
in the field of muscle pain) explain that the available 
experimental evidence is contradictory to this concept. 
(Mense & Simons, 2001) For instance, results from animal 
experiments indicate that a prolonged pathologic input 
from deep tissues abolishes rather than enhances the 
capability of C-fibers from muscle to facilitate the flexor 
reflex for prolonged periods of time. (Wall et al., 1988) 
Mense reiterates more strongly in 2008 that “The vicious- 
circle concept of musclespasm- muscle pain causesspasm, 
which causes more pain, etc. — should now be considered 
obsolete.” (Emphasis added) “Most studies have shown 
that muscle pain lowers the excitability of the alpha-motor 
neurons innervatinig the painful muscle (Le Pera et al., 
2001) (a “pain adaptation” model).” (Mense, 2008) Mense 
explicitly endorses the model Lund proposed in 1992. 

An editorial entitled “The Myth of Skeletal Muscle 
Spesm”, (Johnson, 1989) byErnestJohnson, theeditorofthe 
American Journal of Physical Medicine and Rehabilitation, 
has been important in the evolution of the viewpoint away 
from muscle spasm and toward muscle inhibition as the 
etiology of muscle pain. (Mense & Simons, 2001) This 
editorial summarizes a vast amount of evidence showing 
that thecommonly accepted practice of considering muscle 
spasm as synonymous with muscle pain is erroneous; yet 
it has been given artificial life-support by drug companies. 
As Johnson writes, “In spite of overwhelming evidence 
that skeletal muscle spasm is nonexistent, physicians 
are continually deluged with seductive ads to prescribe 
expensive muscle relaxants.” Simons et al. (1999) redouble 
this insight, saying “In 1991, an editorial in the journal 
PAIN (Olesen & Jensen, 1991) reviewed this issue and 
emphasized that it was unambiguously clear thatincreased 
EMG activity did not account for the muscle tenderness 
and pain of tension-type headache. The author had no 
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satisfactory alternative solution. A subsequent study 
(Jensen, 1995) reinforced this conclusion.” 

Edgerton et al found specifically that underactivity 
of agonist muscles and overactivity of synergist muscles 
was able to discriminate chronic neck pain patients from 
those who had recovered with 88% accuracy in whiplash 
patients. (Edgerton et al., 1996) Substantial research on 
whiplash associated disorders has shown this pattern as 
well, where inhibition of the deep neck flexors will persist 
for long periods after the initial injury. (Jull et al., 2008) 

Grieve (1986) explains how patients in pain show 
impaired patterns of strength, power or endurance, as 
well as loss of functional movement and will most likely 
have suffered a major trauma which overwhelmed the 
physiological limits of the tissues, or may show “gradual 
decompensation demonstrating slow exhaustion of the 
tissue’s adaptivepotential, withorwithouttrauma.” Insimple 
terms Grieveshows that tissues capable of deformation will 
absorb forces applied to it within its elastic limits, beyond 
which it will break down or fail to compensate, i.e. become 
weak and fatigued with use. 

An important diagnostic parameter of spinal 
dysfunction has been range of motion impairments. 
Muscle weakness may cause a loss of movement in the 
sensethata muscle cannot contractsufficiently to move the 
part through its complete range of motion. (Goldberg & 
Neptune, 2007) When there is restriction of joint motion 
due to muscular dysfunction, the differentiation of whether 
muscle inhibition or facilitation is producing therestricted 
range of motion must be determined. The MMT is the 
most reliable, valid, cost-effective, useful and expeditious 
in-office clinical method for determining this. 


Six types of muscle 
weakness 


The six most typical types of functional muscle 
weakness that may be detected with the MMT are as 
follows. (Janda, 1993) 


e Tightness weakness develops when a muscleis 
chronicallyshortenedand eventually losesstrength (i.e., the 
psoas).Janda has reported thateven whena muscle appears 
to be tight or stiff, some decrease in musclestrength occurs. 
Brooks confirms that chronically contracted muscles are 
weaker than muscles with anormal length. (Brooks, 1986) 
Leahy, the founder of Active Release Techniqu® says it 
simply: “When a muscle is tight it tends to weaken and 
when a muscle is weak it tends to be tight.” (Leahy, 1999) 


e Stretch weakness occurs if a muscle is 


perpetually placed in a lengthened position so that the 
muscle spindles become desensitized to stretch. (Page et 
al., 2010; Janda, 1964) 

e Fatigueweakness.Patientswithacuteorchronic 
conditions will often complain of feeling that their joints 
or muscles are weak and that they fatigue easily (Taimela 
& Kankaanpaa, 1999; Mills & Edwards, 1983) Increasing 
fatigue in a muscle shows a nearly linear relationship 
with declining median power frequency and the decline 


P+N = 10- 


in strength of a muscle, i.e. increasing fatigue of a muscle 
produces increasing weakness. (Mannion & Dolan, 1996) 
This experience of muscle weakness may occasionally 
persist long after the pain has been alleviated and repair 
seems to be fully resolved. (Jull et al., 2008) Skeletal 
muscles are essential components of the neuromuscular 
protective mechanisms that provide shock absorption for 
all the joints in the body. Coordinated joint movementand 
muscle activity control joint loading in order to insure that 
the loads applied across the joint are dissipated harmlessly. 
For example, when the body’s weight is loaded onto the 
lower limb at heel strike during the normal gait cycle, 
knee flexion is brought about by eccentric quadriceps 
contraction and cushions knee loading, dissipates the load, 
and minimizes stress on the joint. (Hurley et al., 1994) 
Impairment of neuromuscular protective mechanisms 
(muscle inhibition) will expose the joint to jarring stresses 
with loading. (Hurley, 2003) 

There is sound biological reason for muscle weakness 
being immediately related to pain and dysfunction. 
Forceful muscle activation will raise the intra-muscular as 
well as the intra-capsular pressure of the joint(s) themuscle 
crosses and may lead to further damage to these tissues. 
(Racinais et al., 2008; Mense & Simons, 2001) 

At least two processes could be responsible for these 
force losses. Intheneuromusculoskeletal dimension, areflex 
mechanism reduces the gain of the spinal motoneurons in 
response to joint damage. This is often called arthrogenic 
inhibition or failure of voluntary activation. Arthrogenic 
weakness has been found to occur commonly when 
nociceptive afferent barrage from a joint or ligament causes 
reflex inhibition. Examples are the vastus medialis after 
injury of the anterior cruciate ligament or meniscus or 
gluteus maximus weakness when a sacroiliac dysfunction 
is present. (Page et al., 2010; Tecco et al., 2007; Hossain & 
Nokes, 2005; Hurley et al., 2003, 1994; Stokes & Young, 
1984; Spencer et al., 1984) In cases with osteoarthritis of 
the knee, many studies have demonstrated that quadriceps 
muscle weakness is a more important determinant of 
pain and disability than radiologic changes in the bone 
and cartilage. (Hurley, 2003) Hurley suggests that muscle 
dysfunction may have an unappreciated involvement in 
the pathogenesis of osteoarthritis generally. Interestingly, 
Cibulka et al. (1986) demonstrated a significant increase 
in hamstring muscle strength immediately following 
sacroiliac joint mobilization. These researchers had noted 
a high correlation between hamstring muscle dysfunction 
and anterior tilt of the innominate bones, associated with 
sacroiliac dysfunctions. They concluded that mobilizing 
the sacroiliac joint reduced the tilt of the innominate 
bone, thereby improving undue stress on the previously 
elongated biceps femoris muscle. Hoskins & Pollard (2005) 
also found that chiropractic treatment to the lumbo-pelvic 
joints and sacroiliac joint played a positive role in treating 
and preventing hamstring injury in Australian Rules 
footballers. 


e Östeoarthritis (OA) has been associated with 
muscular inhibition in many studies. A recent systematic 
review (Shrier, 2004) of theclinical literature hasexamined 
two leading hypotheses for the cause of exercise related 
osteoarthritis: (1) Wear and tear of the articular cartilage 
and (2) muscle dysfunction. 
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A total of 18 studies were reviewed, including running, 
football [socoer], and other sports. With respectto running, 
pace rather than distance was a better predictor of OA in 
one study, even though the wear and tear hypothesis would 
predict that OA should increase with more vertical impacts 
over greater distances. In another study, greater mileages 
run were not correlated with increased incidences of OA 
in runners older than 50. In summary, moderate intensity 
impact sports were not found to cause or worsen OA. 

In high-intensity elite sports on the other hand, there 
is an increase in the risk for OA; however, that risk is 
equally distributed over impact [soccer] and non-impact 
sports [weightlifting, hockey]. In studies controlling for a 
previous injury, the risk for OA was highly correlated with 
a previous injury. In one investigation, 33% of elite socoer 
players with previous meniscectomy or anterior cruciate 
ligament [ACL] tear developed knee OA, compared with 
11% in those without these injuries. Elsewhere, a previous 
hip injury wasshown to increase the risk of hip OA. Muscle 
strength is also one of the best muscle damage indicators, 
which is normally reducedafter exercise with slow recovery. 
(Nosaka & Newton, 2002) 


Biomechanical knee pain due to 


How could a previous injury increase the risk of OA? 
Three mechanisms present themselves: 

1. Damage occurs at the time of injury and OA 
develops over subsequent years; 

2.  Associated ligamentous instability with major 
injury leads to recent articular cartilage 
damage; 

3. Associated muscle dysfunction with the 
injury leads to recurrent articular cartilage 
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damage because (in agreement with Hurley 
just described) the impact forces are no 
longer being absorbed appropriately. 

The muscle dysfunction theory (see 3 above) holds 
that muscle inhibition and fatigue increases the impact 
forces crossing a joint, suggesting that properly contracting 
muscles are the main absorber of force. It does not matter 
whether age, fatigue, disuse atrophy, injury induced 
weakness by means of strains, or loss of proprioception 
(as in ACL tears) are the cause—because, in all instanoes, 
more foroe is transmitted to the bone. This, in turn, leads 
to increased microtrabecular damage, sclerosis, changes in 
stressesand strains across the articular cartilage, and finally 
joint space narrowing. 

The take-home message from Shriers systematic 
review is that proper rehabilitation after an injury—even a 
minor one—may be an important factor for the prevention 
of OA. It also suggests that the early disclosure of muscle 
dysfunctions using MMT and their correction in applied 
kinesiology therapy may also be key elements that would 
forestall or prevent progressions to OA. 

Another epidemiologic study of joint damageand pain 
in a community population concluded that quadriceps 
weakness might precede radiologic joint damage and pain, 
andthatquadricepsweaknessisaprimaryrisk factorforknee 
pain, disability, and progression of joint damage in persons 
with osteoarthritis of theknee. (Slemenda et al., 1997) 


Joint nociception & altered 
Proprioception 
produces inhibitions of 
motor-neuron pool 


e Arthrogenic muscle weakness is the result 
of joint subluxations/lesions/dysfunctions that produce 
both a localized and a remote loss of muscle force, reduced 
enduranceand potentiallymuscle wasting. (Jull et al., 2008; 
Taimela&Kankaanpaa, 1999; Royetal., 1989) Arthrogenic 
weakness occurs when nociceptive afferent barrage from 
a joint or ligament causes reflex inhibition. An example 
includes weakness of the ankle everter (peroneal) muscles 
after anklesprains, (Arnold et al., 2009) which are covered 
extensively in the companion volume Applied Kinesiology: 
Clinical Techniques for Lower Body Dysfunctions. In the 
psychologicalsphere, patientswith musculoskeletal damage 
will be reluctant to fully activate their muscles because they 
wish to avoid pain, and because the patients consciously 
know that there is a localized weakness and inability to 
successfully execute the movement. Fear-avoidance behavior 
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is a part of the clinical situation and must be understood. 
(Jull et al., 2008; Cholewicki et al., 2003; Rainville et al., 
1992) In these patients with psycho-physical impairments 
resulting from chronic muscle weakness and pain, 
disuse atrophy may result, in particular if the patient is 
withdrawing from physical activities or other psychosocial 
comorbidities resulting from their muscle impairmentsand 
pain. (Liebenson, 2007) The MMT assessment provides a 
means by which patients can be shown how their painful 
movements coming from muscle impairments can be 
immediately improvedbytheclinician. Gage (1992) reviews 
the coping literature and shows that discussing the nature 
of a patients fear-avoidance behaviors is not as effective 
as providing direct experiences of their impairments and 
their immediate improvements after the proper treatment 
is applied. The use of the MMT in musculoskeletal pain 
conditions provides immediate positive reinforcement of 
the improvements that can be made in physical function. 
The patient’'s progress is documented at each treatment 
session in this way, helping them overcome their feared 
stimuli. 

With jointtraumaor muscle injury, themuscularsystem 
will experience ongoing nociceptive stimulation as well 
as fatigue, which tends to cause recruitment of synergistic 
muscles to maintain the abnormal/new-normal situation. 
After several hours or days, the abnormal joint or muscle 
function which result from this defensive muscular activity 
will become chronic, and muscle tissue reorganization will 
commenceturninganacutemuscleinhibition intoachronic 
state. MenseandSimons (Mense&Simons,2001)emphasize 
that the presence of both a joint dysfunction and trigger 
pointsofthemusclesthatarefunctionallyrelatedtothatjoint 
mustbe recognizedand dealtwithas well. Thesemuscleand 
joint issuescan playping-pongandpersistbecauseonetends 
to re-activate the other if they are treated alternately, or one 
atatime.Bothproblemsmustbeidentifiedandappropriately 
treated immediately. 


Immobilization 


Arthrogenic Reflex 
Inhibition 


Muscle\inhibition 
Muscle/ wasting 


Joint and muscle function 
always in combination 


Inhibited muscles found in the applied kinesiology clinical setting 


are capable of spontaneous strengthening when the inhibitory reflex 
is identified and remedied (most commonly through joint or 


N 


soft tissue manipulation). (ICAK.com, 2018) 
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e Myofascial Trigger Points (MTrPs)muscle 
weakness. Because of the prevalence of MTrPs in muscle- 
pain syndromes, this topic will becovered extensively here. 

Myofascialtriggerpoint(MTrP)weaknessoccurswhena 
musclecannotfullyactivateallofitscontractilefibersbecause 
of the presence of a trigger point. The importance of this 
observation, thatmotor dysfunction andparticularlymuscle 
inhibition are present in muscles housing MTrPs cannot 
be over-estimated. The weakness results from reflexmotor 
inhibition and may occur without atrophy of the affected 
muscle,emphasizing Travell’'sinsightthattheMTrPisdirectiy 
influenced by the CNS and vice versa. A few investigators 
have reported on the effects of MTrPs on muscle activity 
using newer online computer analysis of EMGamplitudes. 
These reports indicate that MTrPs not only influence the 
muscle in which they reside, but that their influence can be 
transmitted through the CNS to other muscles. (Simons 
et al., 1999) According to Simons etaal. (1999), “the motor 
effects of MTrPs may be the most important influencethey 
exert, because the motor dysfunction they produce may 
result in overload of other muscles and spread the MTıP 
problem from muscle to muscle.” 

For instance accelerated fatigability and significantly 
decressed median power frequency of the trapezius 
muscle with MTrPs has been demonstrated, compared to 
the contralateral muscle that was pain-free. (Hagberg & 
Kvarnstrom, 1984) 

The weakness and loss of work tolerance in muscles 
with MTrPsare often interpreted by doctors, therapistsand 
their patients to be an indication for increased exercise 
to correct the muscle impairment. However Simons et al 
(1999) warn, “If this is attempted without inactivating the 
responsible MTrPs, the exercise is likely to encourage and 
further ingrain substitution by other muscles with further 
weakening and deconditioning of the involved muscle.” 
Headley and Simons report muscle inhibition during 
movement when trigger points are present. (Headley, 
1993; Simons, 1993) Headley illustrated two examples of 
movement-specific inhibition in which the muscle 
functioned well during isometric strength testing but did 
not contract at all during the movement for which it 
would normally serve as prime or synergistic mover. A 
frequently seen example is an anterior deltoid muscle that 
is strongly inhibited during shoulder flexion but is 
recruited essentially normally during shoulder abduction. 
The normal functional pattern returned with inactivation 
of the MTrP in the infraspinatus muscle. (Simons, 1993) 


Janet Travell, MD (1901- 
OFFICE HOURS: 1997) was the physician who, 


DAY AND NIGHT contibutsd the most 15 our 
‚Janet Travel. M.D. understanding of this type of 
li muscle pain. She authored 
Aa % more than 100 scientific 
articles, wrote poetry, an 
autobiography, could work on 
her Ford Model T’sengine, and 
was three-time campus tennis 
champion at Wellsley College, 
besidesgraduatingatthetop of 
her Cornell University Medical 
class in 1926. Travell became 
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Senator John F. Kennedy’s physician in 1955 and noted “He 
sufferedgreatlyfrom warwoundsandfailedsurgeries. When 
he first came to me he had been on crutches so long he had 
calluses under his arm pits.” Travell relieved Kennedy of 
his pain and crutches. Once he became President, Kennedy 
chose Travell as his personal doctor - the first female White 
House Physician. 

Dr. Travell first began to takean interest in muscle pain 
when she herself was suffering from a painful shoulder as 
a result of having strained some muscles during thecourse 
of her work. It isa remarkable coincidence that the way in 
which Goodheart first discovered the applicability of 
manual muscle testing for a patient with shoulder pain 
should have duplicated Dr. Travell’s so closely. As she said 
in her autobiography Office Hours: Day and Night (1968): 


“Poking around at night in the muscles over my 

shoulder blade, trying to give some ‘do it yourself’ 

massage, | was astonished to touch some spots 
that intensified, or reproduoed my pain, astthough 

| had turned on an electric switch. It was my first 

introduction to the enigmatic trigger area. No 

nerve existed, I knew, to connect those firing 

spots directly with myarm. | was baffled, but I did 

not discard the observation on the grounds that I 

could not explain it.” 

Office Hours (the typescript of her autobiography is 
among the treasures of George Washington University’s 
Travell Collection) is an inspiring guide to Dr. Travell’s 
pioneering spirit and the personal background to many of 
her publications. 

In 1936 Dr. Travell was fortuitously appointed towork 
at Sea View Hospital on Staten Island, New York. This 
hospital specialized in the treatment of tuberculosis, so the 
patients remained in bed for long periods of time. These 
patients suffered from severe pain in their shoulders and 
arms. As Dr. Travell says in her autobiography, ‘When I 
examined them by systematic palpation of the scapula and 
chest muscles, | easily uncovered the presence of trigger 
areas. | knew what to look for. 

Travell and her cardiologist colleague Rinzler (Rinzler 
& Travell, 1948) also drew attention to the fact that tender 
points, or what they were then calling trigger areas, may 
develop in the muscles of the chest wall as a secondary 
event in patients with cardiac pain; they report that it is 
possible to relieve the pain either by injecting procaine into 
them, or by spraying the overlying skin with ethyl chloride. 
In another paper, (Travell & Rinzler, 1948) they showed 
how closely the pattern of pain referral from trigger areas 
in muscles of the chest wall mightsimulate that of ischemic 
heart disease. Sixty-years later, the clinical recognition 
of this common source of cardiac-type pain has largely 
disappeared. Atrial fibrillation and arrhythmia can also be 
treated effectively by treating with trigger point pressure a 
point in the pectoralis muscle on the lower-right anterior 
chest wall. (Simons & Travell, 1999) 

By the early 1950s, Travell had recognized a large 
number of these muscle-organ-gland interactionsand gave 
adetailed description of them ata meeting ofthe American 
Medical Association. In the following year Travell (Travell 
& Rinzler, 1952) published an account of them in aclassic 
contribution to the subject entitled The Myofascial Genesis 
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of Pain. Finally, 31 years later, Travell and her colleague 
David G. Simons (Travell & Simons, 1983) had gained 
enough experience in the diagnosis and management of 
these MTrP syndromes that they were able to publish the 
first authoritative textbook, which isaclassic on thesubject. 
Travellalsolinkedtheself-sustainingcharacteristicof MTrPs 
to a feedback mechanism directly between the CNSand the 
MTIrP. It was her opinion also that the MTrP was secondary 
to a local muscular dysfunction and that the tissue changes 
that correspond to MTrPsonly occurred after the muscular 
dysfunction had been present for sometime. 

The chiropractor Raymond Nimmo (1904-1986) also 
developedan understanding of muscle pain thatwassimilar 
to thatof Travell;eachofthesephysiciansknewtheotherand 


Figure illustrates schematically the EMG changes observed in exercised muscles 
with TrPs. The involved muscle shows a degree of fatigue at the beginning of a 
repetitive task, with accelerated fatigability and delayed recovery. These features 
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admired the other’s work. (Cohen & Gibbons, 1998) 
Critically important is that according to Travell and 
Simons, an active trigger point will inhibit the function of 
the muscle in which it is housed as well as those which lie in 
its target zone of referral. (Simons et al., 1999) Therefore 
the weak muscle may be where the MTrP resides or in a 
muscle which experienoes referred pain from the MTırP, or 
both. “Although weakness is generally characteristic of a 
muscle with active myofascial trigger points, the magnitude 
is variable from muscle to muscle, and from subject to 
subject. EMG studies indicate that, in muscles with active 
trigger points, the muscle starts out fatigued, then fatigues 
more rapidly, and finally becomes exhausted sooner than 
normal muscles.” (Mense & Simons, 2001; Headley, 1997) 


OÖ Amplitude, normal muscle 
O=Ö Amplitude, MTrP muscle 


are hallmarks of the motor dysfunction of muscles containing MTrPs. 


Using electromyographic evidence (Simons, 1993) has shown that myofascial 
trigger points “cause reflex spasm and reflex inhibition in other muscles, and 
can cause motor incoordination in the muscles with the trigger point.” 
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Figure 2.3. Comparison of surface electromyographic 
response to fatiguing exercise of normal muscle (black 
lines) and muscle with active myofascial trigger points 
(red lines). The averaged amplitude (open circles) and 
mean power frequency (solid circles) of the elec- 
tromyographic record from the muscle with trigger 
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Simonsetal (Simons et al., 1999) also suggest that the 
weakness resulting from MTrPs must be evaluated both 
statically and dynamically, confirming the suggestion of 
Goodheart for the diagnosis of MTrPs in AK, using the 
“muscle stretch reaction”. In static testing, a single muscle 
is being evaluated as the patient attempts a voluntary 
contraction, and the process is under cortical control. In 
dynamic testing, which involves muscular effort before or 
after a functional movement (as in the muscle stretch 
reaction followed by the manual muscle test) and where 
a degree of coordinated muscular effort is required, there 
is a greater degree of “vulnerability to reflex inhibition” 
involving trigger points. (Simons et al., 1999) Musclesmay 


@=-® Median frequency, normal muscle 
@=® Median frequency, MTrP muscle 


Moderate Prolonged 7 Min 
Activity Rest 
points start out as if the muscle is already fatigued 
and show that the muscle reaches exhaustion more 
quickly (and is slower to recover) than normal muscle. 


These changes are accompanied by accelerated fa- 
tigue and weakness of the muscle with trigger points. 


(Reproduced with kind permission, Simons et al., 1999) 


work well during a general MMT ofa muscle group which 
does not isolate the muscle effectively, but the same muscle 
may not contract at all during a movement for which it is 
the prime mover. (Headley, 1993) 

The influence of MTrPs on lumbar and pelvic joint 
function has been noted by Travelland Simons. (Travell & 
Simons, 1992) Thezygopophyseal jointsofthelumbarspine 
refer pain into the hip region in patterns similar to MTrP 
patterns for the gluteal and quadratus Iumborum muscles. 
Sinceinvolvementofthesefacet jointsmaybeentwinedwith 
both localand remote muscular dysfunctions, management 
of both thespinal joint subluxation and the muscles which 
create stresses upon them is usually necessary. For instance, 
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an active MTrP in the biceps femoris muscle may modify 
its strength and thereby influence sacroiliac joint stability 
(i.e., the muscle will have decreased strength, speed of 
activation, and endurance than the opposite muscle, 
causing imbalance). This highlights the need for a search 
of MTrPs in muscles associated with dysfunctional joints. 
Simons (2007) wisely notes “The fact of the matter is that 
the relatively few clinicians reallyskilledand knowledgeable 
both in manipulation techniques and MTrPs are acutely 
aware of the fundamental fact that articular dysfunctions 
and MTrPsin musclescrossingthatjointestablishapositive 
feedback loop so that one aggravates the other.” 

It has been suggested that identification of MTrPs via 
palpation requires significant skill in the physical 
examination of the muscle. (Gerwin et al., 1997) Effective 
diagnosis of MTrPs with palpation alone is fraught with 
difficulty. Although the diagnostic criteria of Simons et al 
(1999) have been used in many studies in the past decade, 
further research is needed to test the reliability, sensitivity 
and specificity of the diagnostic criteria currently 
recommended by authoritative sources. (Tough et al., 
2007) A number of studies have shown the inter-examiner 
reliability of MTrP examinations to be poor to marginal. 
(Njoo & van der Does, 1994; Wolfe et al., 1992; Nice et al., 
1992) 


MTrPs can also be inaccsssible to palpation for the 
following reasons: 
1. Intervening muscle(s) 
. Layer(s) of fat 
. Intervening aponeurosis 
. Tense, thick subcutaneous tissue 
. Inadequate anatomical knowledge 
. Inadequate palpation skill 
Sciotti etal (2001) have demonstrated (under double 
blind circumstances and using pressure algometry) that 
with careful pre-training, the reliability of inter-examiner 
examinations for MTrPs in the trapezius muscle is good. 
Mense & Simons (Mense & Simons, 2001) make a 
recommendation about the interpretation of these studies 
that should be remembered when reviewing the literature 
about the MMT as well: 
“Clearly, to obtain reliable results, a clinical or 
experimental research study of human myofascial TrPs 
must employ both experienced and trained examiners 


who have been tested for interrater reliability before the 
study is conducted. The necessary skill can belearned.” 
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The diagnostic criteria of the MTrP define a 
characteristic referred pain and inhibition pattern from a 
specific skeletal muscle. (Simons et al., 1999) A diagnosis 
of myofascial pain syndrome in this specific sense requires 
the clinical identification of MTrPs that reproduce the pain 
and inhibition pattern described by the patient. This makes 
the objective assessment of the diagnostic phenomena 
(referred pain) fairly subjective. Mense and Simons 
(2001) note that the lack of general agreement as to the 
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appropriate diagnostic criteria for the presence of MTrPs 
has been an impediment to more wide spread recognition 
of MTrPsby portions of the biomedical community, and in 
the evaluation of comparable studies on theeffectiveness of 
treatment for the condition. 

Travell and Simons (1992) note that, anatomically 
and functionally, a number of muscles in the body are 
difficult to differentiate by palpation and by the referred 
pain induced by palpatory assessment. Many muscles 
have overlapping target zones of referred pain as well. The 
pain patterns of sacroiliac joint dysfunction, for example, 
can be confused with trigger points of the gluteus medius. 
Additionally, the pain patterns arising from the lumbar 
facet joints can be mistaken for gluteal trigger points. 
They warn that pains of vascular origin and that of trigger 
points may be confused. The gluteus minimus muscle’s 
referral patterns may be mistaken for radiculopathy. 
(Cuthbert & Rosner, 2010a) 

Another diagnostic challenge is the presence of both a 
joint dysfunction affecting the musclesand trigger points in 
the muscles that are functionally related to the joint. These 
deleterious interactions can persist because one problem 
may exaoerbate the other if they are treated separately, 
or one at a time. Both problems must be identified and 
appropriately treated. Lowe (1993) specifically evaluated 
the relationship between joint subluxations and MTrPs. 
Lowe measured the relative amount of EMG activity in 
paraspinal muscles in normal, slightly subluxated, and 
severely subluxated joints in response to pressure on a 
distant MTrP. Theproduction ofadditional pain by pressure 
on a distant MTrP notably increased the EMG activity 
in muscles of severely subluxated segments as compared 
to normal segments. Lowe’s study indicates that joint 
subluxations of the spine can increase the responsiveness 
of motor neurons in adjacent muscles to nociceptive input 
from distant MTrPs. 

Finally, the palpation of tenderness in a muscle 
“indicates absolutely nothing about the source or cause of 
the tenderness being measured. The tenderness maybe due 
to MTrPs, to tender points of fibromyalgia, to bursitis, to 
severe spasm, etc. Therefore, by itself, tenderness cannot 
serve as a diagnostic criterion. The cause of the tenderness 
must be determined by other diagnostic observations.” 
(Simons et al., 1999) It should be noted that this line of 
reasoning is entirely consistent with the AK approach to 
whole body diagnosis using the MMT. 

Another diagnostic criterion for the presence of MTrPs 
(the referred pain patterns upon pressure to the suspected 
MTrP) is also challenging. Hsieh et al (2000) showed that 
referred pain in theexpected pattern is notaspecific finding 
of MTıPs either. Referred pain can frequently be elicited 
from normal muscles with the application of sufficient 
palpation pressure in patients with no pain complaint. 
(Scudds et al., 1995) 

The lack ofgeneral agreement in the literatureasto the 
criteria and reliability of the methods for MTrP diagnosis 
suggests that this fieldshould beopen to improved methods 
of examination for the presence of MTrPs. 
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The AK contribution in the diagnosis of this widespread syndrome 


Historical Context: 

Dr. Goodheart was a speaker with Dr. Travell at the Rowe-Smith Memorial Seminar in San Antonio Texas in 
March 1978. In the Rowe Smith seminar both Drs. Travell and Goodheart were presented with a patient suffering 
temporomandibular disorder (TMD). The patient could open their mouth on a very limited basis. Dr. Travell treated 
the patient with spray-and-stretch techniques and helped him with pain reduction and mouth-opening (to the width of 
two fingers, with the accepted normal being three fingers of the non-dominant hand), but the patient's mouth was still 
somewhat painful on opening. Dr. Travell then curtsyd to Dr. Goodheart as though to say, “your turn.” Dr. Goodheart 
then treated the patient; after his AK assessment and treatment, the patient could open their mouth to the normal three- 
finger width and without pain. 

Dr. Travelland Goodheart were then given strong applause from the crowd after their ministrations, with Dr. Travell 
and Goodheart offering a curtsy in unison to the gathered assembly of dentists. 

Dr. Travell told the audience (mostly dentists) that she understood that Dr. Goodheart had found another method 
for the diagnosis of muscular dysfunctions and myofascial trigger points using the applied kinesiology manual muscle 
test method. 

Drs. Masters and Shockley congratulated Dr. Goodheart on his presentation with Dr. Travell at this seminar. 


Photographs courtesy of the Palmer Chiropractic College Library, Davenport, Iowa. The George J. Goodheart, Jr., D.C. Archive. 
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The AK muscle stretch reaction is very useful in this 
investigative process. In applied kinesiology it has been 
demonstrated that the muscle housing MTrPs becomes 
weak immediately after it is stretched. (Goodheart, 1978) 
This is because a muscle housing MTrPs is prevented by 
pain and inhibition from reaching its full stretch range of 
motion. (Simons et al., 1999) This is called the muscle 
stretch reaction; it helps give a more specific diagnostic 
indication of the presence of trigger points. A number of 
published case and case-series reports on the diagnosis and 
treatment of MTrPs using the AK methods of the muscle 
stretch reaction and pincer palpation have been reported. 
(Cuthbert & Rosner, 2010, a-d) 

Moderatelystretchinga muscleprior to manual muscle 
testing will usually cause one of two reactions. The normal 
physiologicaleffectisforthemuscleto teststrongerasaresult 
of the myotatic reflex. (Guyton & Hall, 2005) Slow stretch 
causes impulses to be sent from the neuromuscular spindle 
cellprimaryafferent (la)fibersformonosynapticconnection 
to the alpha-motoneurons of the same muscle, causing 
contraction. This is used as a feedback system maintaining 
postural balance. Other examples of muscle facilitation 
from stretching are deep tendon reflexes, such as the knee 
jerk, which illustratesa phasic response. A similar feedback 
mechanism is used to adjust to varying loads.For example, 
if an outstretched arm is carrying a load and an additional 
burden is placed upon it, the neuromuscular spindle cell is 
stretched, and the primary afferentsarestimulated. They, in 
turn,stimulatethealphamotoneuronformusclecontraction 
to maintain the original position with theadditional load. 

In an abnormal situation, a muscle will become 
inhibited immediately after being stretched. This is called 
an “abnormalstretch reaction” in AK. Both.activeand latent 
MTrPs are known to causesome limitation of stretch range 
ofmotion. “Amuscle harboringa MTrP isprevented by pain 
from reaching its full stretch range of motion, and is also 
restricted in its strength and/or enduranoe.” “Functionally, 
the muscle with the MTrP evidences a three-fold problem: 
it exhibits increased responsiveness, delayed relaxation,and 
increased fatigability, which, together, increase overwork 
and reduce work tolerance. In addition, the MTıP can 
produce referred spasm and referred inhibition in other 
muscles.” (Simons et al., 1999) 

There are several indications that evaluation for the 
abnormal muscle stretch reaction should be made. On 
a structural basis, the muscle will typically appear to be 
shortened, or an articulation associated with the muscle 
will have a limited range of motion. Sometimes this muscle 
involvement is present with pain patterns, especially those 
associated with movement. 

The muscle stretch reaction is of great value to the 
examiner. First, it uses a more objective test (the MMT‘) 
than palpation to detect asignificant impairment resulting 
from MTrPs.Second, it confirms the palpatory findings for 
MTrPs which can be vague, complex, or slight. (Chaitow 
& DeLany, 2008; Mense & Simons, 2001) Third, on 
reexamination it demonstrates for the examiner and the 
patient that treatment to the MTrP eliminated the muscle 
weakness that was previously generated by stretching or 
using the muscle with the MTrP within it. 

The general muscle stretch reaction testing procedure 
issimple. Testthe muscle by the usual method to determine 
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itsstrength. Ifthe testappears normal, stretch the muscle to 
its full range of motion and applyslight additional stretch at 
theend. Immediately re-test it. In the presence ofa positive 
stretch reaction, the muscle which previously testedstrong 
will now dramatically weaken. 

It is possible for a muscle to have the abnormal stretch 
reaction, but first the muscle must not test weak upon 
normal MMT. If the muscle initially tests weak and the 
examiner wishes to test for abnormal stretch reaction, he 
must first strengthen the muscle using one or more of the 
five IVF factors. (See chapter 8) When the muscle is strong, 
testing for the stretch reaction can be initiated. 

Care must be taken to insure that the positive reaction 
obtained is actually from stretching the muscle. Sometimes 
moving a limb through its range of motion to stretch the 
muscle challenges a subluxation of the articulation, or the 
muscle is involved with the ligament stretch reaction described 
later in the chapters on the foot and ankle. Differential 
diagnosis is neoessary to insure that the testing procedure is 
actually evaluating what the physician thinks it is. 

When testing a muscle for stretch reaction, do it with 

the speed appropriate for the type of muscle being tested. 
(Leaf, 2010; Walther, 2000) If amuscke dominated by slow 
fibers isstretched rapidly, it may notshow a positivestretch 
reaction; it may if stretched slowly. Conversely, a muscle 
dominated by fast-twitch fibers usually will notshow a 
positive reaction when stretched slowiy. Testthe muscles 
immediately after stretching. If there is a question asto the 
dominancy of slow or fast fibers in amuscle, test both ways. 

Usually the muscle being investigated can be tested 
for weakening after the muscle stretch reaction test. In 
the case of muscles that can't be easily tested, such as the 
rectus capitis posterior minor and masseter, the weakening 
reaction from stretching can be observed by testing a 
previously strong remote indicator muscle. 

Leibenson (Liebenson, 2007) suggests that the 
combination of muscular inhibition, joint dysfunction 
and trigger point activity is the key peripheral component 
leading to functional pathology of the motor system. 
Applied kinesiology offers a reliable and inexpensive 
technology that discovers each of thesecomponents. 

Simons states that because the taut band in themuscle 
(the Locus In Quo of MTrPs) is likely to create enthesopathy 
if present for very long, stretching the muscle might inflame 
its attachments, and thereby produce the abnormalmuscle 
stretch reaction and muscle weakness. Mense and Simons 
also suggest that the recognition of the muscle weakness 
caused by MTrPsis often acritical step in the restoration of 
normal function. Other muscles suffer fromcompensatory 
overload due to the inhibition created by the MTrPs in the 
inhibited muscles in their view. (Mense & Simons, 2001) 
Muscles so involved are short, but the muscles themselves 
are not hypertonic; instead, the nidus of the trigger point is 
hypertonic,andthe restofthemuscle is inhibited.Simonset 
al. (1999) warn that “From a research point of view, the taut 
bandremainsoneofthemoreneglected phenomenathatare 
associated with musculoskeletal pain. It is difficult tomeasure 
with accuracy, specificity, and reliability. Studies indicate that 
palpabletautbandscanbepresentinnormalmuscleswithout 
any other indication of abnormality such as tenderness or 
pain. (Wolfe et al., 1992; Pellegrino et al., 1989) 

When evaluating the effects of MTrPs upon muscle 
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function, several important points should be borne in 
mind. What Simons et al. (1999) call central trigger points 
usually form in the oenter of the muscle fiber's belly at the 
motor terminal and are often associated with mechanical 
abuse or injury to the muscle. Attachment trigger points, 
on the other hand, form where fibers merge into tendons or 
at the periosteum of bone and are the result of unrelenting 
tension placed on them by the central sarcomeres. For 
these reasons, Simons and Travell suggest that one of the 
primary characteristics of muscles with MTrPs is that they 
do not lengthen easily, and that lengthening the muscle 
creates pain and weakness. For this reason the AK muscle 
stretch reaction challenges the oentral and/or attachment 
trigger points in a way that produces a measurable change 
in muscle strength if MTrPsare present. 

With the complexity of the referred pain symptoms in 
the typical patient with MTrPs, as well as the complexity 
of the MTrP phenomena itself (central versus attachment 

MTrPs, active versus latent MTrPs, overlapping referred 
pain zones, etc.) the diagnosis of the presence and then 
the precise localization of the MTrP are expedited with the 

AK MMT. The MMT identifies the dysfunctional muscle 
housing the MTıP, and the process of therapy localization 
and/or challenge allows for the identification of the precise 
location of the trigger point that immediately improves the 
muscle stretch reaction and MMT finding. As mentioned 

previously, Mense & Simons (Mense & Simons, 2001) 
remark that for muscles accessible to palpation (many are 
not), a MTrP is consistently found within a palpable taut 
band. However, “It is difficult to measure with accuracy, 

specificity, and reliability. Several studies indicate that 

palpable taut bands can be present in normal muscles 
without any other indication of abnormality, such as 
tenderness or pain.” However, an active trigger point will 
inhibit the function of the muscle in which it is housed as 
well as those which lie in its target zone ofreferral. (Simons 
et al., 1999; Headley, 1993; Simons, 1993) For instance 
active MTrPs in the quadratus Iumborum muscle have 
been shown to inhibit the gluteal muscles. (Headley, 1993) 

After the detection of the muscle stretch reaction, a 
clinical decision might be made to treat the active trigger 

points found in the muscle as the primary treatment 

strategy. However, as Travell & Simons point out, (Travell 
& Simons, 1983) other dysfunctional features may be at 
work. Joint imbalances, biochemical, hormonal, dietary, 
or emotional imbalances might be the primary factors 
producing trigger point activity. After the sucoessful 
treatment ofa local joint dysfunction, theaberrant behavior 
of local trigger points might resolve. On the other hand, 
MTrP deactivation may bearequirement for thattreatment 
process to succeed. Resolution of most (sometimes all) of 
the perpetuating factors may be required to effectively treat 
chronicity in MTrP disorders. 

According to Simons et al., (1999) the basic reason 
why therapy provides only temporary relief for MTrPs 
is because perpetuating factors have not been adequately 
addressed. Systemic perpetuating factors for MTrP 
problems encompass many conditions that compromise 
muscle energy metabolism. Travell & Simons (Travell & 
Simons, 1999, 1983) presented these metabolic, structural, 
and psychosocial factors in both editions of their classic 
textbook. Each of these factors of dysfunction has been 


The AK Concent 


given specific AK treatment approaches, making the 
comprehensive treatment of these “perpetuating factors” of 
MTrPs especially amenable to treatment using AK. 


AK 
z . permits the evaluation 
Biomechanical 
irritation of each of these 
factors upon the 


muscle’s function 


- j Triad of Health 
nn EEE model crucial 
to effective 
treatment of 
MTrPs 
Psychosocial 
stresses 


Travell and Simons’ concepts regarding MTrPs have 
converged with applied kinesiology’s concept of the triad 
of health. The evaluation of the multiplicity of factors that 
createandsustain MTrPshasbeenshown to befundamental 
to successful treatment of this complex and widespread 
disorder. This convergence in many ways resembles the 
methods used in AK for spinal joint dysfunctions, 
neurolymphatic and neurovascular reflex stimulation, 
strain-counterstrain, fascial release, percussion, and 
nutritional evaluation and treatment. Possessed with a 
better understanding of the effect of MTrPs upon the 
function and strength of muscles, clinicians can expect that 
Travelland Simons’ approach will continue to develop with 
AK methods and vice versa. 

A similar list of contemporary research showing 
the muscle inhibitions accompanying most of the other 
physical disorders experienced by patients who visit 
physicians around the world is available. (ICAK.COM, 
2012; Cuthbert, 2009A-D; Lund et al., 1991) 

Applied Kinesiology always aims to promote and 
restore muscle balance, and in doing so help improve 
physical strength and movement. Increased strength and 
movement are a powerful therapy in itself; it not only 
helps the speed and ease and accuracy of Iocomotion and 
posture, but helps the brain as well, including speech, 
vision, balance, memory and even intellect. (ICAK, 2012; 
Melillo & Leisman, 2007) Because muscles have other 
importantfunctionssuchasenergy production, circulation, 
and immune activity, increasing physical strength and 
movement can improve overall health. 

Maintaining maximum muscle strength throughout 
life can delay the effect of aging on the muscles and joints 
as well as increasing respiratory function and reducing 
thoracic kyphosis, among many other benefits. (Jurca et 
al., 2005) Increasing muscle strength can also stabilize 
chronic low back problems and provide immediate results 
using various techniques. 
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Mustcle inhibition associated with low back pain: 
the evidence 


Briefly, the following data emerges from the current literature concerning the muscular inhibitions co-present in patients with 
chronic low back pain (CLBP). (Lederman, 2010; Chaitow, 2008; Liebenson, 2007) 


Reduced force of contraction: Force losses in trunk muscles occur in acute and CLBP patients. (Hides et al., 1994; Ng et al., 
1998; Shirado 1995a) 


Reduced range of motion frequently due to muscle inhibition: Loss of flexion-relaxation response in the spinal muscles during 
flexion in patients with CLBP. Extensor activation prevents full forward bending. (Shirado 1995b) 


Individuals with high pain-related fear had smaller excursions of the lumbar spine for reaches to all targets at 3 and 6 weeks, 
but not at 12 weeks following pain onset. (Thomas et al., 2008) Smaller stride length. (Lamoth et al.,2008) 


Reduced velocity of muscle contraction: Individuals with high pain-related fear had smaller peak velocities and accelerations 
of the lumbar spine and hip joints, even after resolution of back pain. (Thomas et al., 2008) Walking velocity significantly 
lower in LBP patients. (Lamoth et al., 2008) 


Decreased endurance ofmuscles: Increased fatigability trunk muscles in patient with CLBP. (Suter & Lindsay, 2001; Shirado et 
al., 1995a, b) 


Alterations in timing of muscular contraction: Impaired postural control of the lumbar spine is associated with delayed trunk/ 
abdominal muscles response times in CLBP patients. (Thomas et al., 2008; MacDonald et al., 2006; Radebold et al., 2001; 
Hodges et al., 1999) 

Impaired reaction time: Compared to healthy controls, persons with LBP exhibited a reduced ability to adapt trunk-pelvis 


coordination and spinal muscle activity to sudden changes in walking velocity. (Lamoth et al., 2006) Slower reaction time in 
LBP patients. 


Significant and amassing evidence shows there san have developed from AK around the world. (Neuro- 


immediate effect upon the motor system after chiropractic 
manipulative therapy (CMT), the high-velocity, low- 
amplitude (HVLA) chiropractic adjustment.(Giggey & 
Tepe, 2009; Dishman et al., 2008; Smith et al., 2006; 
Marshall & Murphy, 2006; Hillermann et al., 2006; 
Suter & McMorland, 2002; Dishman & Bulbulian, 2000; 
Floman et al., 1997; Unger, 1998; Murphy et al., 1995; 
Shambaugh, 1987; Perot et al., 1986) The use of CMT 
for the correction of motor deficits found in symptomatic 
patients is the rationale for most of the systems of manual 
therapy that employ the MMT. 

Goodheart’s model for the diagnosis of 
neuromusculoskeletal dysfunction is also the one used 
by many other allied chiropractic and C.A.M. systems 
(for physicians only as well as several for lay groups) that 
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Emotional Technique, 2012; Neural Organization 
Technique, 2012; Total Body Modification, 2012; 
Clinical Kinesiology, 2012; Touch for Health, 2012; 
EmotionalFreedom Technique, 2012; Kinesiology.net, 
2012, and others) 
Thesestudiessupporttheconceptofacloserelationship 
and mutual influence between joints, soft tissue, muscles 
and the nervous system. Neglect of anyone of these areas 
may lessen our diagnostic as well as therapeutic 
possibilities. Ramprasad et al. (2011) calculate that there 
are over 100 scientifically investigated causes for chronic 
low back pain alone. For this reason, the addition of the 
MMT for the diagnosis of muscle inhibitions into standard 
manipulative diagnostic methods is essential. 
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Summary: 

For at least 50 years it has been declared that most forms of chronic musculoskeletal pain were due to abnormal 
patterns of muscular activity, but the research has usually been limited to attempts to confirm various versions of the 
hyperactivity-causality model. 

However after 50 years the research evidence is suggesting the demise of the hyperactivity-causality model for 
musculoskeketal pain. The lack of convincing evidence to support the belief in hyperactivity as the etiological factor in 
musculoskeletal conditions has been pointed out in recent reviews of the literature for many chronic musculoskeletal 
disorders. 

Assessing the function of muscles with the MMT pre- and post-treatment can also assess the benefit of a chosen 
therapeutic intervention: does the therapy improve or worsen the patient's muscle function? This assessment process is 
In ofapplied kinesiology (AK) and a family of associated techniques that investigate muscle dysfunction using the 


If weare not capable of diagnosing this fundamental problem in patients, we are missing a fundamental component of 
their dysfunction making the treatment of complex neuromusculoskeletal disorders that much moredifficult. 


Control Subsystem 


Neural 


Passive Subsystem 


Spinal Muscles Spinal Column 


The chiropractic subluxation, osteopathic lesion and somatic dysfunction involve not only altered biomechanics, 
but also motor control errors and local as well as remote muscular dysfunction that are part of the nervous system’s response to pain and 
dysfunction. Several hundred studies have shown that musculoskeletal pain produces muscle weakness, 
the detection of which makes the MMT invaluable and essential in clinical practice. 
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The AK Concept 


“The most accurate diagnosing tool you can have isin 
your office -- YOUR PATIENT -- with Innate intelligence 
the body language combined with muscle testing.” 


» George J. Goodheart, Jr. 


DU - 


Muscles are the 


body language 
# ofthe CNS in AK 


CHAPTER THREE 


AK’s Diagnostic Advantages: 
Challenge and Therapy Localization 


ne reason for considering the 

Mo the MMT to other established nN 
methods of diagnosis for clinicians who see 
patients with neuromusculoskeletal disorders 
is that the MMT provides information about 
the patient that we did not already know. 
In a typical chiropractic, biomedical, osteopathic, orthopedic, 
and physiotherapeutic clinical encounter, a patient comes for 
care due to musculoskeletal pain. The doctor performs a 
battery of tests that reproduce the patient's pain; accordingly 
the patient is determined to have musculoskeletal pain. This is 
asomewhat circular process.Simply to give a label to a patient 
that summarizes what was acquired by way of testing is notan 
adequate diagnosis. 

When diagnostic methods have a capacity to specify the 
form of therapy needed, or the prognosis or long-term course 


of a disorder, the diagnosis has far more value. TheMMT 


ur 


identifies a functional disorder (inhibition) 
of the locomotor system. This is immediately 
followed by the applied kinesiology 
sensorimotor assessment (challenge and/or 
therapy localization), which corrects the 
inhibition found. Manual, biochemical, or 
psychosocial treatment is given, and the muscle inhibition is 
corrected. This removes any circularity from the AK method 
of diagnosis, now aimed toward immediate, detectable causes. 
The MMT diagnosis of inhibited musclesand their covariance 
with patients’ musculoskeletal dysfunctions tells ussomething 
about thestatus of their condition as well as the responsiveness 
of this musculoskeletal disorder to treatment. The immediate 
improvement in muscle strength and patients’ dysfunctions 
after CMT that has been reported clinically suggests this 
correlation as well. (ICAK Collected Papers, 2013-1976) 


Patients want to know what is causing their disorder, 
and while a functional MMT does not definitively prove 
causality, it doesgive theclinicianand the patienttargetsfor 
functional reactivation aswell asproviding inexpensiveand 
reliable teststthatcan be used toaudit the patient'sstatusand 
his progress towards functional correction. Because muscle 
dysfunction reflects and underlies neuromusculoskeletal 
dysfunction, the use of AK MMT expedites the broad- 
scope discovery of the causes of somatic disorders. With 
the expected cuts in Medicare reimbursements looming 
in the United States as a result of the ever-rising costs of 
healthcare, any diagnostic and treatment method that can 
significantly reduce the cost of diagnosing and treating 
patients with high-prevalence biomedical conditions is of 
great interest as they should reduce risinghhealthcare costs. 
Muse & Associates (Muse et al., 2001) undertook an 
examination of the utilization, cost and effectiveness of 
chiropractic services on Medicare program costs compared 
to similar data for beneficiaries treated by other provider 
types. Using data from a compilation from the Centers for 
Medicare and Medicaid Services, the study group 
compared the data from 1.5 million patients who received 
chiropractic care against the remainder of the 5.8 million 
who did not. Beneficiaries who received chiropractic 


DIAGNOSING THE PROCESS, 
NOT JUST THE NAME 
Walter H. Schmitt, D.C., D.I.B.A.K., D.A.B.C.N. 

I was blessed with the opportunity to “grow up” living next 
door to the late Dr. George Goodheart, the “discoverer” and initial 
developer of applied kinesiology and one of recent history’s greatest 
healers. Dr. Goodheart exemplified the definition of a doctor as a 
teacher. One of his most valuable parables is about the “zebra inthe 
bathtub”. The idea is something likethis: 

There is a zebra in your bathtub, and he is eating and 
eliminating you out of house and home and generally making your 
life miserable. Someone comes to visit your home, recognizes the 
disruption of normal activity, and tells you that the zebra’s name is 
“Charley.” Then you feel much better, at least at first. However, the 
awareness of his name does nothing to solve the fact that there is an 
offensive zebra in your bathtub that is eatingandeliminatingyou out 
of your domicile. What IS important is “How do I get the zebra out 
of my bathtub”, and secondly, “How did he get there in the first place 
so I can keep it from happening again!” 

Giving the zebra a name is like a doctor giving a patient a 
diagnosis. This is fine as long as the “diagnosis” is not the only 
goal of the clinician. Diagnostics should be therapy oriented 
rather than an academic exercise. There must be a therapeutic 
course implied by a diagnosis. In certain acute illnesses (e.g., 
pneumonia, appendicitis) the diagnosis directs the therapy. In 
chronic conditions, including most of those processes associated 
with aging, the diagnosis serves little purpose in directing 
corrective or preventive therapy. Chronic conditions are multi- 
factorial in nature and vary from individual to individual. Ten 
people with headaches could have ten different reasons for the 
headaches. Tenpeople withlow back pain could haveten different 


reasons for the low back pain, and so on. More serious illnesses 
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care had lower average Medicare payments per capita for 
all Medicare services ($4,426 vs. $8,103), lower average 
Medicare payments per capita for the treatment of selected 
conditions ($380 vs. $594), and fewer encounters with 
physicians. 

More broadly, the requirements of the Health Care 
Financing Administration (Medicare Carriers Manual) 
indicate that a multidimensional approach is necessary for 
chiropractors during the physical examination. (Gemmell 
& Miller, 2005) Under the program between 1974and 1999, 
Medicare required x-rays to demonstrate subluxations 
within the spine. From 2000 forward, Medicare allowed 
physician examination findings for the demonstration of 
subluxation in place of x-rays. Muscle tone is particularly 
important in the chiropractic documentation of the 
subluxation, and is required by the Medicare PART system. 
The “T” in PART stands for tone, which is most reliably 
and efficiently assessed in the clinical setting by the manual 
muscle test and palpation of the muscle itself. Since most 
aspects of the PART system are required for each Medicare 
visit, theassessment of toneshould occur in every Medicare 
patients’ visit as opposed to other motor assessments that 
may only occur during the initialor progressexaminations. 


are in the same need of identifying the underlying processes, 
maybe even more so. 

Severalyears ago, ayoung chiropractor who had not yet started 
practice proudly related to me how he had “diagnosed” a case of 
multiple sclerosis in his college clinic. When I asked what had 
happened to the patient, the reply was “Of course, we referred the 
patient to a neurologist.” This is a perfect example of naming the 
zebra while totally ignoring an attempt to “understand the process” 
of how the problem got there, and further, what to do about it. 

There are a very limited number of “processes” of physiology 
and pathology which are presently understood. In our courses 
for doctors, we teach concepts and procedures to guide clinicians 
to understand the process (or processes) causing the patient’s 
complaints. When we understand processes that are fundamental 
to health and disease, then when confronted with a sick patient, we 
can diagnosis the associated process(es) that are malfunctioningand 
begin specific therapy(ies) designed change their course, hence the 
course of the disease. 

In the “Quintessential Applications” seminar series that I 
have recently developed in conjunction with Dr. Kerry McCord of 
St. Petersburg, Florida, we teach a protocol that identifies normal 
and suboptimal processes in the most logical, step-by-step format. 
The QA Protocol is a physiologically based, basic science driven, 
neurological hierarchy for the ordered application of clinical 
proceduresandtechniques designed to findand normalizethe body’s 
suboptimal processes. This course is taught at various locationsand 
is available to doctorson DVDs. (Seewww.theuplink.com and www. 
quintessentialapplications.com forinformationandthe “QADoctors 
Referral List.”) At each session, we discuss concepts and tools for 
“diagnosing the process, not just thename.” 

Let’s discuss just a few of these processes. 
1.CELLULAR CHEMISTRY: Atthelevelofcellular chemistry, 
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there are basically only TWO things that can go wrong. These are 
imbalances between the processes of oxidation and reduction. This 
is like fire (oxidation) and water to put out the fire (reduction) in 
the body chemistry. You need heat to be able to live and function in 
your house, but you don’twant to burn your house down. 

The regulation of oxidation - reduction activity maintains the 
balance of chemical processes or chemicalhomeostasis. Breakdown 
of this regulation is disease. This is true in every cell in our bodies. 
Leo Galland, M.D. calls oxidation-reduction imbalances “dysoxia” 
reflecting that imbalances in either oxidation or reduction can occur 
simultaneously in different tissues of the body. In other words, a 
patient's cells can be over- or under-oxidized, or a patient's cells can 
be over- or under-reduced, or different tissues can show different 
patterns at the same time. 

Over-oxidized (under-reduced) patterns relate to free radical 
pathology and all the associated tissue and metabolic damage which 
canresult. This results in inflammation, pain, and tissue destruction 
- like burning your house down. 

Under-oxidized (over-reduced) patterns relate to the inability 
ofthe cellto produce energy. This results in cellular dysfunction and 
individualorgan symptoms. Ifthe whole body has this tendency, the 
patient is tired, fatigued, or exhausted, depending on the degree - as 
if your house’s heating source breaks down in the freezing winter 
and it is too cold to live or work there. 

Oxidation and reduction are fundamental physiological 
processes that can be measured. Ifthese processes are altered, they 
canbe corrected, and corrected most effectively by natural methods. 

Case Example: A 56 year old woman patient presented with 

complaints of low back pain and fatigue. She had seen several 

chiropractors through the years for her low back pain, and 
chiropractic adjustments are always helpful, but the never “hold” 
for more than a couple weeks. The key to understanding her low 
back pain, it turns out, is her fatigue. She was found to have a need 
for the mineral manganese. Manganese is necessary for the body’s 
main energy production pathway - the Kreb’s cycle or citric acid 
cycle. Manganese is also essential for ligament integrity. Due to 
the manganese need, she was fatigued (under-oxidized) and her 
ligaments were not strong enough to keep her spine in alignment. 
With moderate manganese supplementation, her energy returnedto 
normal and her chiropractic adjustments hold for months at a time. 

2. NEUROMUSCULAR PATTERNS:  Dysfunctioning 
muscles can be in only TWO states depending on the nerves firing 
from the spinal cord motor neurons to the muscles: facilitated 
(turned on) or inhibited (turned off.) Thison-off and off-on pattern 
is what normally happens when our arms swing back and forth as we 
walk. When there is a problem, muscles will stay turned on when 
they should be turned off, or turned off when they should be turned 
on. 

Discussions of neuromuscular function can get very technical, 
but fundamentally, when patients have problems, we are confronted 
with patterns of facilitation and inhibition of nerves from the spinal 
cord to the muscle. 

We must alsolook further at pathways from higher neurological 


levels (brain, brainstem, etc.) to spinal cord motor neurons, and 


hence to muscles. When we identify a pattern of dysfunction, we 
can identify its location and then can correct it and relieve the 
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patient’s complaints. One way that we diagnose the status of these 
nerve pathways to muscles is with applied kinesiology manual 
muscle testing procedures. 

If the nerve pathways to muscles are normally facilitated, 
the muscles will respond to the commands our brains send to 
them. Muscles will show normal “strength” in response to manual 
muscle testing procedures. If the nerve pathways to the muscles 
are inhibited (turned off or “short-circuited”) the muscles will not 
respond appropriately to the signals we send from our brains. These 
muscles will seem “weak” to manual muscle testing. However, the 
muscles themselves are not really weak, the nerve pathways to 
the muscles are inhibited or “short-circuited.” This would be like 
turning on thelight switch when a circuit breaker is blown. Thelight 
itself is capable of working, but the electrical pathway to the light is 
interrupted by the “short circuit.” The clinician’s job is to identify the 
location ofthe “short-circuit” and correct it. 

Inhibited (weak) muscles lead to changes in posture and 
equilibrium, muscle and joint pain, susceptibility to injuries, slow 
healing of injuries, and so on. 

One of the most important techniques we teach in our 
Quintessential Application seminars is called “Injury Recall 
Technique.” In many patients, injuries result in chronic changes 
where some muscles are facilitated and others are inhibited. This 
is like when you touch a hot stove and pull your hand away, except 
the muscle reactions persist afterwards. These muscle imbalances 
can, in some patients, remain for many years creating a wide range 
of disabilities and symptoms. One IRT treatment usually will make 
a permanent correction of the persistent muscle imbalance and 
related symptoms. The following patient is an excellent example of 
the application of this technique. 

Case Example: A39yearoldwomanwith.ahistoryof22ssurgeries 
(i.e.,injuries) presented with classical symptoms ofmultiple sclerosis 
(paresthesias - numbness and tingling in all four distal extremities 
with much weakness) but no positive diagnosis in spite of numerous 
neurological tests. Deeptendon reflexes for the patella (hit the knee - 
the toekicks out) were absent. Initial treatment ofIRT to allofher 22 
injuries resulted in 100% reduction ofthe paresthesias and weakness 
in 3 of her extremities and 90% in the fourth. Her patellar reflexes 
were then normal. (For other interesting and unusual responses to 
Injury Recall Technique, go to www.theuplink.com and look in the 
left hand column under “IRT STORIES.”) 


3. SYMPATHETIC-PARASYMPATHETIC REGULATION: 
In visceral disturbances, there are TWO possible autonomic 


factors which relate to patients’ problems. These are imbalances in 
sympathetic and parasympathetic nervous system functions. The 
sympathetic system is thought of as the “fight or flee” reaction to 
impending danger or stress. The parasympathetic system is the “Jaid 
back” part ofthe autonomic nervous system. 
Innormaldailyfunctions,thesympatheticandparasympathetic 
systems allow us to increase or decrease our organs’ activities as 
needed. For example, the parasympathetic system increases after 
a meal so that we can digest our food. The sympathetic system 
increases during physical activity (and unfortunately, stress) 
to increase our heart rate and blood flow to muscles while at the 
same time slowing down our digestion. So both sympathetic and 
parasympathetic activities are necessary for normal function, but 
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they mustbe able to shift back and forth as needed, and not get stuck 
in one mode or another. 

In disease, one can have too much or not enough sympathetic 
activity. Or one can have too much or not enough parasympathetic 

activity. Autonomically speaking, that is all that can bewrong with 
viscera! (Actually, there is also an enteric nervous system, a local gut 
nervous system that can be separately involved in visceral disorders. 
Thatis.a different, but parallel discussion thatwe won’taddress here.) 
When clinicians understand the state of the autonomic nervous 
system in relation to a particular organ, we can have a great impact 
on the patient’s condition by resetting autonomic function. 
Normalizing sympathetic and parasympathetic activity can achieve 
either partial or total remission ofthe patient'ssymptoms, regardless 
of whatever pathology or functional illness may be present. 

Case Example: Early in my career, I observed Dr. Goodheart 
totally eliminate the pain from a 62 year old male patient’s cancer 
ridden abdomen by properly applying sophisticated manipulative 
methods to affect the autonomic nervous system. This was achieved 
in spite of massive malignant infiltration and ascites (abdominal 
edema.) The patient eventually died about six weeks later, but never 
had significant pain through the rest of his life. There are a finite 
number of things that can go wrong, and if they are identified and 
corrected, the patient can respond to the maximum of his or her 
ability. 

4. ENDOCRINE IMBALANCES: Endocrine dysfunction is 
associated with only TWO things: excessive hormone activity or 
deficient hormone activity. Hormone excess can further result from 
TWO altered processes: excessive hormone production or decreased 
hormone breakdown. Likewise, deficient hormone activity results 
from TWO processes: under production or over conversion of the 
hormone. There are many hormones, hence hormone imbalances 
can become very involved and seemingly complicated. Still, the 
processes associated with endocrine imbalances can be broken 
down into simple processes. 

Case Example: A 42 year old woman medical doctor had 
monthlypremenstrualsymptomswithbreastswellingandirritability. 
Her laboratory findings included a higher than normal estrogen level 
during the second half of her menstrual cycle. Applied kinesiology 
muscle testing procedures demonstrated that the neurological 
pathways related to her ovaries (where estrogen is produced) were 
normal, but that there was stress in her liver. The liver is where 
estrogenandotherhormonesaredetoxifiedusingtwosubstances,one 
ofwhich is sulfur (sulfate.) Shewasgiven a sulfur-containingnutrient 
(the amino acid L-cysteine) at a dose of 500 mg. per day startingtwo 
weeks before her period and stoppingwith theonsetofher menstrual 
flow. The monthly on-and-off supplementation with L-cysteine 
stoppedher premenstrualsymptomsandkeepsthem awayto this day. 

5. IMMUNE IMBALANCES: Immune system dysfunction 
is associated with only TWO processes: under function and excess 
function. Our immune systems are present to protect us from 
anything that is “non-self.” The immune system is like a sentry on 
duty watching out for invaders. When our immune systems under 
function, we are subject to infections as microbial invaders get into 
our systems and wreak havoc. 

When our immune systems are over active, they become 
hypervigilant. The hypervigilant immune system is like a sentry 
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who might overreact and shoot before properly identifying friend 
or foe. The hypervigilant immune system is responsible for allergic 
reactions to substances in our normal environments like foods 
and pollens. A hypervigilant immune system is present during 
excessive inflammatory processes such as arthritis and many types 
of headaches. (Problems related to these inflammatory processes 
include the many symptoms that people try to control by taking 
aspirin or non-steroidal anti-inflammatory drugs like ibuprofen 
or naproxen.) The hypervigilant immune is also responsible for 
autoimmune diseases where the body’s immune system attacks 
its own tissues, like friendly fire killing one of our own soldiers. 
Autoimmune diseases include rheumatoid arthritis, multiple 
sclerosis, Crohn’s disease, Hashiomoto’s disease (thyroid), and 
numerous others. 

Modern immune system research continues at breakneck 
speed and it is clear that some people can have both susceptibility to 
allergies (hypervigilant immune function) and infections (lowered 
immune function.) Nonetheless, we are able to identify each of 
these processes individually and provide appropriate treatment and 
support to restore normal balance. 

Case Example: A six year old boy caught every “bug” that 
came along. It seemed that he no sooner recovered from one 
infection than he acquired another one. He had a lowered white 
blood cell count. (The white blood cells are part of the immune 
system.) Applied kinesiology muscle testing evaluation showed 
“weaknesses” in his muscles related to the thymus gland and the 
spleen, two important immune system organs. The thymus and 
spleen short-circuits” were treated by rubbing the appropriate reflex 
points (“Chapman’s reflexes”) and spinal assessment resulted in two 
gentle manipulations, one at the neurological level for the spleen 
and the other in the low back. He was placed on supplementation 
with bovine (i.e., from cow) thymus tissue extract and bovine 
spleen tissue extract (to help to strengthen the apparently weakened 
immune system organs) and his parents were instructed to rub the 
thymus and spleen Chapman’s reflexes for 30 seconds each once a 
day. Over the next year, he had two colds. 

Case Example: A 48 year old woman who had been a patient 
in the past moved back into the area. Six months after her move, 
she returned for treatment with a newly acquired set of symptoms 
that had begun several weeks after her move: severe fatigue and 
debilitating muscle and joint pain throughout her body. Her applied 
kinesiology evaluation revealed a pattern ofa hypervigilant immune 
system consistent with a food allergy. Further testing with a variety 
of foods on her tongue demonstrated a muscle testing weakness 
(inhibition) of all of her muscles when she tasted soy. Additional 
questioning revealed that she had seen a new gynecologist soon 
after her move and who had recommended that she start to eat 
soy products (which contain mild estrogen-like compounds) every 
day due to her perimenopausal status. The patient complied and 
added tofu, soy cheese, and other soy products to her diet daily. Her 
symptoms began slowly after several weeks on this regime - too 
slowly for her to make the connection. Avoidance of soy resulted 
in the return of the patient’s energy and elimination of her muscle 
and joint pain. 

D. D. Palmer, the founder of chiropractic, said that “Too much 
or not enough nerve energy is disease.” Perhaps it would make 
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more sense if he had said “Too much or not enough nerve energy 
is present in disease.” Anything that goes wrong in the body will be 
sensed, evaluated, and reacted to by the nervous system. Further, 
the nervous system response in any process will be reflected in 
neuromuscular pathways that will affect muscle facilitation and 
inhibition. Hence, any dysfunction is accompanied by changes in 
muscle balance that may be observed through applied kinesiology 
manual muscle testing procedures. 

Changes in “strong and “weak” muscles must be confirmed by 
traditional methods of diagnosis including history taking, physical 
exam, laboratory studies, and so on. When you see an applied 
kinesiology doctor, you will be seeing a doctor first and an applied 
kinesiologist second. 

Although later editions were changed, Dorland’s Illustrated 
Medical Dictionary 28th edition (W.B. Saunders) defines 


chiropractic in the following words which are also just as appropriate 


as a definition of applied kinesiology: 

“...ascience of applied neurophysiologic diagnosis based 
on the theory that health and disease are life processes related 
to the function ofthe nervous system: irritation ofthe nervous 
system by mechanical, chemical, or psychic factors is the cause 
of disease; restoration and maintenance of health depend 
on normal function of the nervous system. Diagnosis is the 
identification of these noxious irritants and treatment is their 
removal by the most conservative method.” 

When we understand the body’s normal processes and how 
theyare dysfunctioning, we can begin a course toward normalization 


Butler (2000) agrees with this broader form of 
therapeutic analysis, stating that “All pain states probably 
involve all mechanisms, however in some, a dominance of 
one mechanism may become obvious. Pain mechanisms 
are not diseases or specific injuries. They simply represent 
aprocess or biological state.” Chronic pain states are always 
associated with behavioral and emotional consequences. 
(Sullivan et al., 2006) Clinical experience suggests that if 
these interdependent issues are not dealt with, progress in 
managing patients in chronic pain will be disappointing 
and short-lived. 


Challenge 


During the past 3,000 years many diagnostic methods 
have been developed to discover the causes of human pain. 
In 1972, a significant step forward in the evaluation of 
neurological disturbanoes related to functional-structural 
impairments was made by Goodheart. (Goodheart, 1972) 
The system consists of the examiner manually pressing 
on the vertebra in various directions and locations, and 
immediately testing a muscle to determine change of 
strength. Goodheart named this procedure the “vertebral 
challenge.” It has been widely used by doctors practicing 
applied kinesiology, and by thousands of other clinicians 
and therapists around the world who practicesome portion 
of the applied kinesiology methodology, with significant 
success. It provides the opportunity for evaluating 
subluxations, osteopathic lesions, and body-wide articular 
dysfunctions in an effective, efficient manner. 
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using “conservative methods.” In applied kinesiology, we achieve 
this by a combination of traditional diagnosis and muscle testing 
procedures. The muscle testing becomes an important tool in the 
decision making process ofwhatto do for a patientwhen confronted 
with a number of different treatment alternatives. Muscle testing 
responses allow the clinician to detect what procedures are most 
compatible with an individual patient’s needs, regardless of the 
symptoms or name of the disease. 

We can identify where there is “too much or not enough.” 
Too much or not enough chemistry. Too much or not enough 
neuromuscular activity. Too much or not enough autonomic 
activity. Too much or not enough endocrine activity. Too much or 
not enough immune activity. And so on. 

Addressing these processes leads to a treatment plan far 
different than that of a doctor's mind going through an academic 
review ofsigns and symptoms and assigningthe patient a traditional 
“diagnosis”. Rather, we can ask, 

“Is it too much or not enough oxidation?” 

“Is it too much or not enough muscle activity?” 

“Is it too much or not enough autonomic function?” 

Each time a patient presents to my office with a named 
diagnosis, but treatment procedures based on the named diagnosis 
have not resolved the problem, I explain to the patient about the 
zebrain the bathtub and then get on with identifying and correcting 
the faulty processes which are causing the problem. After the 
problem is gone, the patient can call it anything theywant. 


The vertebral challenge offers thefollowing advantages 
to the clinician who uses it: 


1. It determines exactly which joint (spinal, 
cranial,orextremity) isdisturbed. 


2 The precise direction of correction is revealed, 
regardless of whether the correction is in 
one plane only, or a combination of three 
planes. 


3 After a corrective attempt is made, the joint 
can be re-tested immediately to determine 
whether the attempt resulted in an effective 
correction. 


4 The patient can easily be tested in several 
positions and after specific types of 
sensorimotor activity, such as walking or 
running, orother dynamic motionsccorrelating 
with exacerbation of symptoms, thus testing 
him in the way he lives rather than Iying on 
an x-ray table or an adjusting table for the 
physician’s convenience. 


5 The patient can be re-evaluated each time he 
returns to the office, thus giving dynamic 
information as his structural balance changes 
and the neuromusculoskeletal mechanism 
makes adaptations to thechange. 


-29 > 


Advantages of AK sensorimotor challenge 


Locates subluxation responsible for specific impairment 
Determines direction of correction 

Permits immediate re-evaluation 

Dynamic evaluation system 

Provides current information 


-Normal Articulation 


Can accept transient forces with no detrimental effect 


- Subluxated Articulation 


Transient forces to injured joint change muscle function 


Having the patient prone, supine, or sitting on the 
examination table is the most common position used in 
evaluating for joint disturbances and subluxations. While 
most subluxations are easily observed in this position, 
occasionally there is one that is revealed only with specific 
types of activity or in a specific position. In patients with 
health problems that tend to defy correction, it is wise to 
test for joint abnormalities in adynamic manner. 

Liebenson suggests that functional assessment is the 
most important part of the examination of the Iocomotor 
system and is a rigorous, methodical screen of the entire 
musculoskeletal system for the “weak link.” (Liebenson, 
2007) Functional assessments are also important so the 
value of the treatment rendered can be “audited” post- 
treatment with empirical, reliable tests that will clearly 
demonstrate to the patient progress is being made. The 
AK sensorimotor joint challenge and its effect on 
muscular strength is a valuable tool in patient education 
and understanding of the principles by which the body 
maintains astate of health. 

Goodheart’soriginaldiagnosticconceptofchallengehas 
recently beenrestatedbyVleemingandLee(Vleemingetal., 
2007; Lee, 2004) in their “form” and “force” closure model 
ofsacroiliac joint function. Theterm form closure describes 
how a joint's shape and structure contribute to its stability 
and mobility. Becausethesacrum doesnotfitthe pelvis with 
preciseform closureand becausesome mobility is necessary 
during ambulation, muscle and ligament forces areneeded 
to providecompressionto thesacroiliacjoint,especiallywith 
movement. The term force closure refers to the position of 
a joint when there is maximum congruenoe of its articular 
surfaces and maximum tension of its major muscles and 
ligaments. Weaknessofthegluteusmaximusmaypredispose 
thesacroiliacjointstoinjury, (Elphington,2008)particularly 
because the muscle fiber direction is perpendicular to the 
sacroiliac joint. (Pool-Goudzwaard & Vleeming et al., 1998) 
V/leeming and Lee have developed functional tests that help 
the clinician determine the best positions of form and force 
closure ina particular joint by using visual tests that identify 
Improved ranges of motion while improved form and force 
closure are applied across the joint. 
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With form closure of the sacroiliac joint augmented (the sacroiliac 
joint approximated), the prone straight leg raise is improved 


With force closure across the sacroiliac joint augmented 


(the latissimus dorsi is recruited to increase tension in the 


thoracolumbar fascia), the prone straight leg raise is improved. 


However... .whichmuscle isat fault when themovement 
patterns above are impaired? What is the source of the 
disturbance to the muscle if force closure is involved, and 
which particular muscle requirestreatment? Ifforceclosure 
is the problem with the sacroiliac joint, specific testing of 
each of the muscles near the joint can beaccomplished with 
the AK MMT. Additionally, each of the Iumbar vertebrae, 
reflexes, ligaments, and skin (including respiratory or 
nutritional challenges) can be added to the assessment of 
the dysfunctional muscle found near the sacroiliac joint 
which may immediately correct the abnormal test if this 
area is at fault. If form closure is the problem with the 
sacroiliac joint, then appropriate angular challenge to the 
joint (if dysfunctional) will produce an immediate change 
in the strength of associated muscles. 

Additionally, tne AK diagnostic approach to form 
closure adds a key element that helps the diagnostic test 
immediately guide the optimum treatment. When the 
clinician challenges the sacroiliac joint into the optimum 
angle for form closure of the sacroiliac joint, the best 
direction of challenge can be determined. Instead of only 
approximating the joint, the AK sensorimotor challenge 
will determine the best angle of correction for the disturbed 
osteokinematics of thesacroiliac joint subluxation present. 


ÄRA >30 


In most sacroiliac joint dysfunctions, there will be a combination 
of vectors that causes the maximum amount of indicator 
muscle strengthening. The AK diagnostic test leads to the 

optimal vector for correction. 


The specific functional strength of the gluteus 


maximus, gluteus medius, piriformis, quadriceps, 
abdominals, hamstrings (biceps femoris, vastus lateralis 
and medius) and latissimus dorsi — critical to adequate 
force closure of the sacroiliac joint (Knutson, 2004) — are 
tested in the AK examination system. Additionally, the 
effect of stabilization (the AK sensorimotor challenge) of 
proximal or distal structures like the sacroiliac joints, 
lumbar vertebral joints, and cervical spine (with challenge 
and therapy localization) upon these muscles’ function isa 
very important contribution by the AK system of analysis. 
These tools along with the functional evaluation of muscles 
provide valuable additional tools for the clinician in the 
evaluation of the total sacroiliac joint complex. 

Knowing what a vertebral subluxation does to muscle 
strength can greatly enhance the patient's understanding 
of his health problem. As is well known in modern 
therapeutics, the location of a primary joint problem does 
not necessarily correlate with the symptoms about which 
the patient complains. Take, for example, the patient whose 
low back “slips out” when he bends over to pick upa pencil. 
Hethinks bending over caused the involvement; the doctor 
knows the spine does not usually develop a problem from 
such simple activity. There probably was asub-clinical and 
pre-existing condition in the area in the form of muscular 
imbalance or pathology. When these factors are not 
present, further evaluation may reveal the reason for the 
back “slipping out.” It could be a chronic upper oervical 
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subluxation. Questioning the patient disclosessuboccipital 
headaches and other symptoms associated with the upper 
cervical subluxation. In nearly all cases of upper cervical 
subluxation, any indicator muscle in the body will weaken 
significantly when the patient turns his head into aspecific 
position, either right or left, with or without tilting. It may 
require a very specific position; the doctor may need to try 
several to find the correct one. Although the position of 
the patient's head does not give accurate information for 
determining the direction necessary for correction, as the 
vertebral challenge does, it is very valuable in explaining 
to the patient why the patient has the lower back problem 
associated with an upper cervicalssubluxation. Testastrong 
muscle in the lower back or pelvic area associated with the 
patient's lower back problem. Explain that this particular 
muscle is a lower back stabilizing muscle, much like the 
guy wires on a telephone pole. Have him turn his head in 
the direction that causes weakness and re-test the muscle, 
showing him the lack of strength. Many times the patient 
will recall that as he bent to pick up the pencil, he turned 
his head in exactly that direction for some reason, just 
prior to his back “slipping out.” It should be remembered 
that the particular structural component causing the neural 
aberration may beso deep or adhered that the normal force 
of vertebral challenge may not be sufficient to stimulate the 
relevant receptors. Dr. Goodheart’s structural challenges 
were very firm and very specific in both force of challenge, 
point of contact, and vector of challenge. 

It is also characteristic of the applied kinesiology 
assessment procedures to move from the examination of 
the patient into the treatment almost immediately. (Motyka 
& Yanuck, 1999) As a doctor searches for information 
through the manual muscle test, the appropriate challenge 
or therapy localization to the responsible tissue will turn 
“finding” into“fixing”. Onetreatmentmodalityaccompanies 
another as a rather “custom made” application is created 
that not only varies from patient to patient but should vary 
from one session to the next for a particular individual as 
a condition changes and improves. Because of the applied 
kinesiology approach of assessing and then treating (if 
necessary) the five factors of the IVF, (See chapter 8) after 
consideration of the current status of the dysfunction the 
patient is presenting, the determining factor of which 
treatment method to employ is reduced to which one has 
made the most improvement in the patients muscular 
function. One technique can be used as well as another so 
long it is designed for the condition being addressed, the 
precise dysfunctional component of the 5-factors of the 
IVF producing muscular imbalance, and the principles of 
the treatment modality are held in mind. 

The challenge method is the one used in applied 
kinesiology to determine the precise vector of any 
manipulative treatment. When the challenge is applied 
to an abnormally functioning vertebra, a skeletal muscle 
associated with the dysfunction will become temporarily 
weak, as observed on manual muscle testing, fora period of 
many seconds to minutes. The time length correlates to the 
hyper-reactivityobservedby Denslow onelectromyography. 
(Denslow, 1944) It appears that the stimulus to the hyper- 
reactive muscle causesadditional peripheral nerveirritation 
at the intervertebral foramen, disturbing the neurological 
control of the muscle being tested. 
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It might be observed once again that this issimilar to 
the approach used by McKenzie where directional 
preference is used to guide the McKenzie rehabilitation 
protocols. McKenzie’s approach regarding his choice of 
exercise prescription is evidenoed in studies where patients 
with chronic low back pain are encouraged to exercise 
using ‘directional preference‘. In one study (Long, et al., 
2004) directional preference was identified when posture 
or repeated end-range movements in a single direction 
were shown to decrease or abolish Iumbar midline pain, 
or cause the referred pain to progressively retreat toward 
the lumbar midline (i.e. centralize). Similarly, because the 
manual muscle test identifies neuromuscular dysfunction 
in the muscle, the directional preference ofa local or remote 
joint dysfunction can be identified by applied kinesiology 
challenge. If the psoas muscle on the right is inhibited 
(and related to a suspected foot dysfunction), a challenge 
of the talus bone of the foot from lateral to medial may 
immediately strengthen the psoas. This is the subluxation 
responsible, and the direction neoessary for correction, of 
the psoas muscle impairment. 


After a specific angular 
challenge to the C6 vertebra, 
the SCM MMT strengthens 


The AK sensorimotor 

permits the clinician and the patient 
to experience the inter-relationships 
occurring in many adaptive 
processes 


Improving diagnostic focus 


Theemployment of challenge assessments can givethe 
doctor important clues as to what removes the inhibitions 
of muscles that changes the quality and range of movement 
and the pain throughout the range of movement during 
the manual muscle test. The appropriate challenge will 
also remove synergist substitution employed by the patient 
because of arthrogenic or mechanical pain coming from 
the injured joint. Challenge immediately changes altered 
movement, dynamics, muscle firing sequences, and 
strength. (ICAKUSA, 2012) This makes the AK challenge 
method extremely valuable to the clinician trying to 
discover the reasons muscle imbalances are occurring. 
Whenever muscle imbalances are found, various causes 
and maintaining factors may be associated with the 
hypotonicity weakness or hypertonicity spasm associated 
with a dysfunctional pattern. The speed and certainty 
with which muscle inhibitions can be improved using 
this method makes a broad examination of each muscular 
dysfunction possible within a realistic time frame. 

How should we attempt to diagnose articular and 
segmental dysfunction? (Wenban, 2003) It would be 
prudent not to rely on any single positional or palpatory 
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finding, (as advocated by various palpation schools of 
chiropractic and osteopathy) but it may be neoessary to 
confirm any palpatory findings with functional neurologic 
testing. The easiest to use and the most reliable functional 
neurological test is the manual muscle test. Motion 
palpation is more reliable with confirmatory testing like the 
manual muscle test, and itshould benotedadditionally that 
applied kinesiology challenge is away of motion palpating 
a joint and thereby eliciting its immediate effect on the 
muscle system through the manual muscle test. 


Therapy Localization 


An examination tool unique to applied kinesiology is 
therapy localization. This phenomenon was first observed 
by Goodheart. (Goodheart, 1974) Combined with other 
diagnostic procedures, ithasmadeasignificantcontribution 
to understanding body function. It will be noted that there 
is asimilarity between TL and challenge discussed above, 
except that TL is restricted to light touch of a cutaneous 
area and is customarily performed by the patient. Both 
challenge and TL help to steer the clinician away from 
areas that produce no change in muscle strength, such that 
treatment alternatives to the patient are narrowed, and the 
therapy becomes more efficient. 

Goodheart noticed that when apatient touchesan area 
which is functioning improperly, the results of the manual 
muscle test change. For example, if the knee articulation 
is dysfunctioning, thus causing the propriooeptors to be 
adversely stimulated, the quadriceps group of muscles 
may test weak. When the patient places his hand over 
the knee, the quadriceps which previously tested weak 
will immediately regain normal function. Although some 
understandingisdevelopingaboutthephysiologyoftherapy 
localization, the exact reason for the phenomenonremains 
incompletely understood. The ICAK is investigating this 
phenomenon presently in a neurophysiological laboratory 
and will publish the results of this and continuing research 
into the therapy localization phenomena by the time this 
text is published. Because therapy localization tells only 
that something is dysfunctioning in an area, not what 
is dysfunctioning under the skin, the findings must be 
correlated with other diagnostic factors to arrive at a final 
diagnosis. Therapy localization is only a tool to help guide 
the examination; it should not be used to arrive at a final 
conclusion. 

Therapy localization is thought to have its effect 
by stimulation of cutaneous nerve receptors, but there 
is obviously more to it than that. There appears to be an 
energy being passed to or away from the area of therapy 
localization; it may be electromagnetic. If one holds an 
electrode connected to a wire that is connected to the area 
being therapy localized, the results will bethesameas ifthe 
patient were touching the point. (Walther, 1981) One of 
the characteristics is that polarity appears to be involved, 
as touching with the palmar or dorsal surface of the hands 
often does not give the same results. The apparent energy 
of therapy localization will not pass through a thin foil of 
lead and certain types of ceramics, but it will usually pass 
through a few layers of natural clothing. 
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Disorders that demonstrate TL 


Subluxations 
Reflex points 
Neurolymphatic 
Neurovascular 
Stress receptors 
Proprioceptors 
Origin and Insertion 
of muscle 
Myofascial trigger 
points 
Meridian points 
Cranial faults 
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Weak associated 


muscles to 
become strong 
Therapy 
Localization 
Causes 


Previously strong 
indicator muscle 
to become weak 


Clinical characteristics of AK therapy localization 


Cutaneo-motor and electromagnetic effects in TL 


V/isoeral neoplasms can be an exception to the rule 
with therapy localization. Neoplasms typically are without 
innervation, so they do not provide general visoeral afferent 
input into the spinal cord. Any afferent neural activity 
occurs because of theeffect of thetumor upon surrounding 
tissues, in which case therapy localization to the area of 
neoplastic activity may show the underlying disorder. 


When the area of dysfunction indicated by therapy 
localization and other means is corrected, the therapy 
localization will no longer cause a previousiy strong 
indicator muscle weaken, nor another inhibited indicator 
muscle to strengthen. This tool has been a valuable asset in 
finding areas of disturbance, as well as determining when 
correction has been obtained. It must be re-emphasized 
that positive therapy localization by itself does not provide 
adequate information to make a final diagnosis. 


For example, if the sacroiliac articulation is 
dysfunctioning (thus causing the proprioceptors to be 
adversely stimulated), the hamstrings group of muscles 
may test weak. If the sacroiliac dysfunction is a functional, 
manipulable disorder, when the patient places his hand 
over the lesionedarea.of thesacroiliac joint, the hamstringgs, 
which previousiy tested weak, will immediately regain 
normal function and test strong. 
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Therapy localization and Janda’s 
abnormal movement pattern tests 


Similarly, if the prone hip extension test of Janda (Jull 
& Janda, 1987) is abnormal, TL to the ipsilateral sacroiliac 
joint will improve the test and make the PHE test clearer 
and more useful, as it will identify the structure responsible 
for the movement pattern dysfunction. 


Abnormal PHE test. In this picture there is lumbar extension, 
anterior pelvic tilt, and knee flexion. 


PHE test normalized with TL, identifying likely 
source of abnormal movement 

As Janda proposed in 1964, in sacroiliac strains, the 
ipsilateral gluteus maximus will test weak. With TL to the 
S-I joint, the gluteus maximus strengthens — or in this 
soenario, the PHE test is improved. 

Another instanceofthebenefitofthe AKTL procedure 
is with the Hip Abduction Test.of Janda. 


Normal Hip Abduction Test 


The patient is instructed to lift the leg toward the 
ceiling. The normal pattern of hip abduction is abduction 
to about 20 degrees without any hip flexion or internal or 
external rotation and with a stable trunk and pelvis - in 
other words, abduction without any hip elevation or trunk 
rotation. 

En 


Abnormal Hip Abduction Test 
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In an abnormal hip abduction test, hip abduction is 
initiated by contraction of the quadratus Iumborum before 
20 degrees of hip abduction, resulting in a lateral pelvictilt 
or hip hike. In this case, the quadratus Ilumborum muscle 
changes from a pelvic stabilizer to a prime mover. 

In an abnormal test the tensor fascia lata muscle is 
used for abduction and this movement is combined with 
hip flexion due to the TFL’s dual action as a hip flexor and 
abductor. 


Abnormal Hip Abduction Test 
with hip flexion from TFL activation 


Theside-Iying hipabduction testdemonstrates relative 
imbalance between the hip abductors themselves (gluteus 
medius, quadratus lumborum and tensor fascia lata) as well 
as between the hip abductors and adductors. Liebenson 
(2007) reports that altered hip abduction commonly 
involves a weak gluteus medius, together with overactive 
and probably shortened: 


e Antagonists: adductors 

e Stabilizers: quadratus lumborum 
e  Synergists: tensor fascia lata 

«e Neutralizers: piriformis 


However, which muscle is at fault? (In the Janda- 
Rehabilitation approach, palpation and visualization 
determines this.) And if weakness of the gluteus medius 
underlies the abnormal hip abduction test as Liebenson 
suggests...why isn't tne MMT used for discovery of this 
dysfunction? What is the source of the disturbance to 
the muscle (joint, trigger point, ligament, spindle cell 
dysfunction, dehydration, emotional overlay...?) Further, 
are these etiological factors connected - in the clinician 
or the patients mind — to the positive test indicating the 
disorder causing the patient their pain? 

The AK method of therapy localization and challenge 
offers greater clarity to the Janda tests. 


In theHip Abduction Test, TL to theorigin ofthegluteus 
medius muscle or the ipsilateral sacroiliac joint may 
immediatelycorrecttheabnormaltestifthismuscleisat 
fault. (Hiphikeeliminated and thetestperformedsmoothly 


and comfortably by thepatient) 


Ar 


Another instance of the benefit of the AK TL 
procedure is with the cervical flexion test of Jull and Janda. 
(1987) The proper movement pattern for deep neck flexor 
muscle entails oervicocranial flexion throughout the test. 
The cervical flexion test purportedliy estimates the interplay 
between the deep cervical flexors and itssynergists, namely 
the SCM and anterior scalenes. 


Normal 


Abnormal 


The test is positive when the chin or jaw juts forward 
at the initiation of movement, “suggesting a dominance 
of the SCM and scalenes over the weaker deep cervical 
flexors.” 


Cervical Flexion Movement Pattern Test 
improved with TL to upper cervical spine 


In the Cervical Flexion Test described by Janda, TL to 
the upper cervical area may immediately correct the 
abnormal test if this area is at fault. (Chin or jaw jutting 
forward eliminated and the test performed smoothly and 
comfortably by the patient) 


Finally, the shoulder abduction movement pattern test 
of Janda is normal when the shoulder itself begins to rise 
only after 60 degrees of shoulder abduction while there is 
an associated scapular elevation. 
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The shoulder abduction movement test is abnormal 
(the scapulo-humeral ratio is disturbed) when there is any 
noticeable elevation of the shoulder girdle before 

60 degrees, and indicative of incoordination and 
impairment of the force couples among the muscles 
involved in shoulder abduction. Note in the shoulder 
abduction test above the right cervical rotation, 
which indicates dominance of the levator scapulae. 


Once again the AK method of therapy localization 
and challenge makes the Janda test of abnormal movement 
function in the shoulder clearer. 


Shoulder Abduction Movement Pattern Test immediately 
improved with TL to the acromio-clavicular joint 
(subsequent challenge showed that this joint dysfunction 
was inhibiting the subscapularis, middle deltoid, and 
serratus anterior muscles) 
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It should be obvious that the MMT of each of these 
specific muscles of theshoulder would help to untangle the 
complex adaptations occurring in a patient with shoulder 
problems. Visual assessments would beenlightened by this 
method of muscle function evaluation. 


Essence of 
Therapy Localization 


The essence of TL is that input from low-threshold 
mechanoreceptors in the skin can modulate ongoing 
activity in muscles. This is consistent with Hilton’s Law 
which states: “a nerve trunk which supplies the muscles of 
any given joint also supplies the muscles which move the 
joint and the skin over the insertions of such muscles.” 
Based upon this law and supporting EMG studies, we can 
assume that dermatomesare neurologically integrated with 
myotomes and sclerotomes producing associated sensory 
and motor dysfunction. Should there be an organic or 
biomechanical encroachment or compression affecting 
the ventral nerve root, for instance, we can anticipate 
autonomic impairment in the associated viscerotomesand 
dermatomes. This is demonstrated in applied kinesiology 
examination every day. 

Thesensorimotor loopand cutaneomotor reflexeshave 
been demonstrated. (Fanselow & Connors, 2005) This 
suggests that stimuli that are applied to different somatic 
sites can interact in such a manner that one stimulus 
controlstheneuralactivity recordedatanothersite.Exciting 
new developments in the field of neuroplasticity indicate 
that a two way “conversation” exists between sensory 
neural pathways and target organs. (Ansel et al., 1996) 
This has been demonstrated in a variety of approaches 
involving objective measurements in the basic sciences, 
often in animal studies. Anticipating this, Goodheart 
hypothesized that the activity of TL correlates with aspinal 
gating mechanism reminiscent of the gate control theory 
of pain perception. (Goodheart, 1978; Melzack and Wall, 
1973) The original gate control theory stated that in each 
dorsal horn there is a gate-like mechanism which inhibits 
or facilitates the flow of afferent impulses into the spinal 
cord. The opening or closing of the 'gate’ is dependent on 
the relative activity in large diameter (A-beta) and small 
diameter fibers (A-delta and C), with activity in the large 
diameter fibers tending to close the 'gate’ and activity in 
the small diameter fibers tending to open it. Importantliy 
in the AK concept of the triad of health, the position of 
the ‘gate’ is influenoed by the brain’s complex desoending 
inhibitory system. Zotterman (1933) found that the speed 
with which nociceptive information is conducted along 
small diameter unmyelinated sensory afferent nerve 
fibers is slower than the speed with which proprioceptive 
information is conducted along large diameter myelinated 
fibers. Bishop (1946) observed what he called the fast and 
slow sensory systems. This research led Noordenbos 
(1959) to consider the possibility that one of the ways in 
which pain modulation occurs is by the rapidly conducting 
large diameter myelinated system having an inhibitory 
effect on activity in the slower conducting small diameter 
unmyelinated system. This is an interaction which he 
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described as ‘fast blocks slow‘. This concept impressed Wall 
(1960) and he investigated it experimentally in a series of 
recordings from dorsal horn cells and was able to confirm 
that pain suppression does occur as a result of this fast- 
slow sensory nerve interaction. It was formerly supposed 
that dorsal horn neurons could only be sensitized by high- 
frequency inputs. Itturns out thataction potentials, oreven 
subthreshold post-synaptic potentials at low frequency 
suffice to make dorsal horn cells sensitized. (Hoheisel et 
al., 2007; Ikeda et al., 2006) Specifically in applied 
kinesiology, TL stimulates both painful and subeclinical 
mechanoreceptors and cutaneous nociceptors, thereby 
influencing pain perception and muscle function. 


Clinical TL Subclinical TL 


vs. 


Weak associated 
muscle becomes 
strong 


Strong muscle 
becomes weak 
(associated 
muscle is the 
best to test) 


TL in human studies 


Evidence supporting the biological plausibility of TL 
is provided in numerous human studies. For instance, in 
patients with chronic cervical radiculopathy, lightpressure 
in the symptomatic arm is painful and accompanied by a 
widespread increase in EMG activity. Palpation ofadjacent 
soft tissues is painlessand unaccompanied byEMG activity. 
The light pressure applied is similar to what happens in TL 
when the patient gently touchesan area of suspected injury 
or dysfunction, producing achange in muscle function that 
can be useful in diagnosis. (Hall and Quinter, 1996) 

Strong synaptic coupling exists between the tactile 
afferents in thesole of the foot and motoneuronssupplying 
muscles that act about the ankle. This was shown with 
microelectrodes which were inserted percutaneousiy into 
the tibial nerve of human subjects, in which reflex 
modulations of whole muscle electromyography (EMG) 
were observed for each of 4 classes of low-threshold 
cutaneous mechanoreceptors. Simply stated, this study 
demonstrates that stimulation of the skin may be 
responsible for changes in muscle strength, which is the 
basic tenet of TL. Indeed, the cutaneomuscular reflexes 
observed may be themselves a part of the mechanism of 
TL. (Fallon et al., 2005) 

A new technique based upon the rationale that 
measuring electrical impedance of specific dermatomes 
reflects internal organ pathologies has been introduced 
in the growing field of neuroreflexology in alternative 
medicine. Specifically, a neuroreflexology-based screening 
test (Medex device) was shown to have asignificant degree 
of correlation with conventional medical evaluation in 
assessing internal organ pathologies. With 150 patients 
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participating in the study, high sensitivity (>70%) was 
measured for cardiovascular, respiratory, gastrointestinal 
and genitourinary diseases. Correlation was significant (p 
< 0.01) for all categories except for blood and Iymphatic 
disease. In other words, electrodermal reflexes of the 
skin may be indicative of internal organ pathologies—a 
phenomenon analogous to TL. (Zimlichman etal., 2005) 
EMG recording in 15 patients demonstrated that 
stimulation of the median nerve reduced the size and 


Therapy localization in muscular diagnosis: a 
measurable, reliable neurophysiological fact 


In all the studies described, a clear and reproducible 
neurophysiological confirmation (using “gold standard” 
instrumentation) of the clinical effect of TL in human 
examinations is required. A most plausible approach to 
providing this missing piece of information is to exploit a set 
of circumstances in human examination which confirms the 
validity of “strong” and “weak” results in manual muscle testing 
during the act of TL. 


Toaccomplish this, the ICAKUSA and ICAK International 
fundedastudyto investigateand measure the neurophysiological 
realities of TL atthe prestigious F.R. Carrick Institute for Clinical 
Ergonomics, Rehabilitation and Applied Neurosciences. 


Three clinicians with at least five years of muscle testing 
experience recruited from the New York metropolitan area 
conducted the experiment. They recruited a minimum of 30 
volunteers, 15 of whom who have experienced neck or shoulder 
pain for aminimum oftwo days preceding for muscle testingand 
15 of whom are asymptomatic in these regions. 


The middle deltoid muscle was tested by the application 
of force by 3 clinicians trained in applied kinesiology. The 
middle deltoid muscle was chosen for a number of reasons: (1) 
Good interexaminer reliability of the deltoid muscle has been 
demonstrated, (Pollard et al., 2005) (2) with the patient in a 
seated position, the head and neck of the patient could be kept 
in a neutral position, (3) TL may be performed with aminimum 
of patient movements between tests and substitution could be 
monitored by the examiners that might independently affect the 
results ofthe muscle test, and (4) patients with neck or shoulder 
pain would be expected to yield the highest percentage of 
relevant TL results, if present. 


The manual muscle test was then repeated by having the 
patient perform TL by touching the innervation for the middle 
deltoid muscle over the CA to Tl vertebral joints. Head and 
neck position of the patient were kept in a neutralposition—the 
same as in the first and in all subsequent tests. After a5 minute 
recovery period, the same patient was retested to confirm the 
intra-examiner reliability by first being tested in the clear 
(without TL) and then touching Tl to CA. The entire procedure 
was then performed by another clinician to confirm inter- 
examiner reliability. 


The time profiles of force and displacement were recorded 
by fitting an electrogoniometer to measure the displacement of 
the patient’s arm anda force transducer was inserted between the 
clinician’s measuring hand and the patient’s limb being tested. 
Analog information from the electrogoniometer and force 
transducer was fed by direct coupling into an industry-standard 
analog data acquisition board installed in a Pentium PC. 


N 


Challenae and Therapv 


number of descending corticospinal volleys that were 
evoked by transcranial magnetic stimulation in relaxed 
or active muscle. This suggested that mixed or cutaneous 
input from the hand can suppress the excitability of the 
motor cortex at short latency, which may contribute to 
the initial inhibition of the cutaneomuscular reflex. This 
may be reflected in changes in muscular strength in MMT, 
which would be the essence of TL. (Tokimura et al., 2000) 


Statistical analyses confirmed that: 


l. There was close agreement in weak and strong deltoid 
muscle MMT findings by the three examiners, with the 
null hypothesis (i.e., that there was no difference between 
the examiners) accepted at the p<0.005 level. This finding 
provided an extremely strong degree of reliability of the 
middle deltoid MMT, either in the clear or with TL. 


2. Thedifferencebetween weakandsstrongdeltoidmuscleMMT 
findings by the examiners was resoundingly confirmed, with 
the null hypothesis (i.e., thatthere was no difference between 
the weak and strong muscle MMT findings) rejected at the 
p<0.005 level. This finding provided an extremely strong 
degree of support for the validity of strong vs. weak 
differentiations in middle deltoid MMT, either in the clear or 
with TL. 


3. Regardingthe incidence of muscleresponses with or without 
TL, there was a highly significant differences in strong vs. 
weak responses if TL was applied, with the null hypothesis 
(i.e., that there was no difference between testingperformed 
with or without TL) rejectedatthep <0.005level. This finding 
provided a strong degree of support for what is known as the 
“discriminant validity” of TL as a diagnostic tool. 


4 Regarding the incidence of weak muscle responses in the 
presence ofneckor shoulderinjuriesin the patient, therewasa 
highlysignificantincreaseofweakresponsesinthepresenceof 
TL in previously strongmuscles, withaconcomitantincrease 
of strong responses in TLsabsence, with the null hypothesis 
in both instances rejected atthep <0.005 level. This suggested 
that the yield of positive TL tests [weakening of the middle 
deltoid muscle] was substantially increased in patients with 
neck or shoulder pain. 


Other statistical analyses ofthesEMG readings that were 
obtained from three parameters [mean amplitude, mean 
frequency, mean power spectrum frequency] did not reveal 
any differentiation between weak or strong muscle responses, 
either in the clear or with TL, failing to reject the null hypothesis 
[i.e., that no differences existed] at the p<0.05 level. As possible 
explanations of this negative finding were the facts that (a) the 
muscle test was conducted within 1 second, possibly too short 
a time interval for the SEMG to detect differences in muscle 
activity, and (b) the arm and middle deltoid moved during the 
weak responses to muscle testing, possibly confounding the 
sEMG readings. 


In summary, Chi-square analyses confirmed the intra- 
and inter-examiner reliability by demonstrating no significant 
differences in MMT results between examiners. Additionally 
and very importantly, there is a significant and very measurable 
difference between TL and no TL in patients with and without 
neck and shoulder pain for strong or weak observations made by 
all clinicians across all subjects. 
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TL in animal studies 


Other findings supporting the concept of TL occur in 
animal studies: 

In cats, microelectrode recordings in the thoracic cord 
reveal that cells located in the lamina 5 respond to both the 
fine myelinated afferents from the splanchnic nerve as well 
as to afferents from the skin, suggesting the convergenoe 
of signals. (Hoheisel and Mense, 1990; Pomeranz et al., 
1968) 


In cats, thermal and mechanical stimulation of the 
skin at various segmental levelselicit reflex changes in the 
heart rate. (Kaufman, 1977) 


In rats, colorectal distention produces a visceromotor 
reflex, as quantified by taking electromyographic (EMG) 
recordings from the external oblique muscle of the upper 
abdomen. (Shafton et al., 2006) 


Again in rats, afferent inputs from the skin and visoera 
affect both the activity of both the bladder and skeletal 
muscle surrounding the urethra. (Morrison et al., 1995) 
Disturbed visceral inputs would also activate a number of 
reflex arcs, whose afferent branches come from the sensory 
fibers in the organ and whose efferent branch would be 
somatic towards the skeletal muscle and sympathetic 
towards the skin and subcutaneous tissues of the referred 
pain area. 

From this information, clinicians who use TL as part 
of their diagnostic process can be assured that there is a 
plausible mechanism whereby muscle strength can be 
modulated by thestimulation of touch. Pollard etal (2006) 
in a recent literature review presented some of the research 
about the AK concept of therapy localization. 


What is being 
evaluated? A cautionary 
note 


There are systems which have been developed under 
the name of “kinesiology” which use therapy localization 
to a specific area as the main mode of examination. It is 
well-known in applied kinesiology that many factors in a 
particular location can show positive therapy localization. 
It has been stated by Goodheart many times that therapy 
localization tells only that something physiologically 
abnormal is there, not what the physiologic aberration 
is. If the examination and therapeutic approach rely 
only upon positive therapy localization, the chance of 
misinterpretation is great. The key is to combine the 
TL finding with other methods of diagnosis which are 
abundant in AK. 

Theapplied kinesiology method of therapy localization 
is notasystem of diagnosis on its own. Itmustbecorrelated 
with other standard procedures of examination, laboratory 
tests, and specialized testing procedures. Sometimes the 
findings of applied kinesiology and standard orthopedic 
tests are in disagreement. Forexample, many of the testsfor 
intervertebral disc involvement may be positive; however, 
applied kinesiology examination reveals other structural 
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problems which, when corrected, eliminate all positive 
tests for a protruded intervertebral disc. 
Orthopedic and neurologic tests and applied 
kinesiology examination combined enhance 

the knowledge gained. 

Various types of equipment have been shown to not 
only enhance examination ability but to show corrections 
obtained from therapeutic efforts designed from the 
applied kinesiology examination. Neurovascular bundle 
entrapment can be evaluated by the plethysmograph and 
Doppler. (Walther, 1982) Temporomandibular joint 
dysfunction can be evaluating by the plethysmograph, 
phonocclusion methods, and Mandibular Kinesiograph 'M. 
(Walther, 1983) When evaluatingand treatingsubluxations 
of the thoracic vertebral level and/or ribs, onecan evaluate 
chest expansion using simple measurements. Change in 
vital capacity and maximum respiratory flow rate can and 
have been measured with instruments after AKtreatment. 

Thelistofexamination procedurestobecombinedwith 
an applied kinesiology examination can and should go on 
and.on. Noneoftheroutine methods ofexamination should 
be abolished. As mentioned before, applied kinesiology is 
not an examination procedure to be used by itself, but in 
combination with standard methods, enhancing both types 
of examination. 


Prevention is possible 


Applied kinesiology is primarily a tool of investigation 
for functional disturbances. Some of these functional 
disturbances are found by AK methods when they are not 
chronic enough to manifest in laboratory tests. If the 
condition is allowed to remain long enough, pathological 
conditions and laboratory demonstrations will probably 
develop. It is obvious that early detection and correction 
of any disturbance not only relieves a patient of the 
symptomatic picture more rapidly, but also prevents the 
disturbance from being magnified into frank pathology. 

Most of the treatment approaches used in applied 
kinesiology are those currently being used in various 
disciplinesofthe healingarts. Although applied kinesiology 
uses these various techniques of treatment and is primarily 
diagnostic, some unique therapeutic approaches have been 
developed as a result of better understanding of the body 
physiology. Applied kinesiology’s value as a diagnostic tool 
is exemplified by the number of other professions which 
have studied applied kinesiology methods and applied 
them to their field of interest. Veterinarians, dentists, 
osteopaths, medical doctors, naturopaths, and many other 
therapists have adopted applied kinesiology methods of 
diagnosis. (ICAK, 2012) 
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“Ifthere is any abnormal function of the nervous system the 
patient’s own body will identify it.” 


“When you test a muscle you are not testing a muscle - you are 
testing the NERVOUS SYSTEM - muscle testing is an indicator.” 


» George J. Goodheart, Jr. 
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CHAPTER FOUR 


Why Is The Manual Muscle Test 
An Important Diagnostic Tool? 


The Reliability and 
Validity of the MMT 


irst the Kendalls and later Goodheart 
R the International College of 
Applied Kinesiology (1.C.A.K.) that he founded, followed 
by many others including Panjabi, Travell & Simons, Janda, 
Lewit, Jull, Sahrmann, Bergmark, Hammer, Liebenson, Lund, 
Chaitow and DeLany, have all shown that muscles respond 
predictably to pain and/or injury. (Goodheart, 1998-1964; 
Chaitow & DeLany, 2008; Liebenson, 2007; Hammer, 
2007; Panjabi, 2006; Kendall et al., 2005; Sahrmann, 2001; 
Simons et al., 1999; Lewit, 1999; Janda, 1993; Lund, 1991; 
Bergmark, 1989) They have shown that functionalpathology 


rather than frank injury of the muscle system is the most 
common clinical finding in patients with pain presenting 


to chiropractors, osteopaths, neurologists, 


rheumatologists, orthopedists, massage 
and physical therapists. These researchers 
suggest that muscle imbalance is an essential 
component of neuromusculoskeletal system 
dysfunction. Yetthis disorder of the muscle 
system is routinely ignored in the diagnosis and treatment of 
these patients. (Liebenson, 2007; Lewit, 1999) 

The diagnosis of this muscular imbalance with the MMT 
may offer clinicians an invaluable way to discover where 
functional pathologies of the locomotor system exist and 
which ones are clinically significant. Using thre AK MMT 
system, the relationship between local and remote structures 
and functions can be immediately assessed using the MMT in 


addition to the sensorimotor tests called therapy localization 


and challenge. 


Movement isa fundamental aspect of every human life. 
Without movement, we cannot feed our selves, we cannot 
reproduce, and we could not survive. Life as we know it 
would not be possible without the ability to move. In fact 
our capacity to move is more than just a convenience that 
enables us to walk, play or manipulate objects; it isacritical 
aspect of our evolutionary development, no less important 
than the development of our intellectual and emotional 
capacities. Some assert that our extremely complex 
cognitive capacities developed so that we could make 
increasingly complex and creative movements essential to 
survival — those involved in the construction of shelter, the 
making of tools and communication. (Piaget, 1953) The 
study of movement and muscular function needs no 
further justification than itssignificanoe for human life and 
happiness. 

The fact that more than 80% of afferent nerves come 
from the lIocomotor system also speaks to the importance 
of the musculoskeletal system. (Mense & Simons, 2001; 
Korr, 1997; Patterson & Howell, 1992) The extreme 
sensitivity of the muscle spindle (where a pull of only 1 
gram or astretch of only 1,1000th millimeter will trigger a 
reaction in themusclespindle) makes the locomotor system 
an extremely sensitive organ. (Korr, 1997) This enables 
immediate reactions, but also makes the system more 
susoeptible to disturbances large and small. New concepts 
about how joints are stabilized or disturbed and how force 
is transferred through the muscular and osseous systems of 
the body highlight the importance of muscular function, 
proprioception, and automatic responsiveness necessary 
for optimal innervation, as well as overall motor control 
for regaining optimal function after injury. (Bergmann & 
Peterson, 2010; Vleeming et al., 2007; Leach, 2004) When 
muscular function is disturbed, the patient can experience 
weakness, poor posture, incoordination, fatigue, and acute 
and then chronic muscular pain syndromes. 

There is now good evidence that impaired function 
of specific muscles occurs in close relationship to the 
development of specific joint dysfunctions, inflammation, 
viscerosomatic disturbances, trauma or injury. The 
evidence shows that specifically the ankle, (Nicholas & 
Marino, 1987) knee, (Hurley et al., 1994; Stokes & Young, 
1984; Spencer etal., 1984; DeAndrade etal., 1965) lumbar 
spine, (Hossain & Nokes, 2005; Hodges & Richardson, 
1996) temporomandibular joint, (Yin et al., 2007; Zafar, 
2000) and cervical spine (Cuthbert et al., 2011; Jull et 
al., 2008; Jull et al., 1999; Edgerton et al., 1996) create 
inhibited muscles with inflammation or injury. Lederman 
enumerates significant changes (decreases) in muscle 
force, length, velocity, and endurance result from injury 
to peripheral nociceptors and proprioceptors. (Lederman, 
2010) 

Another good reason for the addition of the AK 
MMT to contemporary diagnostic methods is that most 
of the better-known parameters of dysfunction identified 
in low back and neck pain patients have not been shown 
to precede the pain, but rather only to accompany it. 
Important exceptions are muscle strength, which can 
predict future low back, neck, TMJ, head, viscerosomatic 
and extremity pain in asymptomatic individuals. (Rome, 
2010, 2009; Zampagni et al., 2009; Santos & Liu, 2008; 
Cuthbert & Goodheart, 2007; Edgerton, 1996; Barton & 
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Hayes, 1996; Lund et al., 1991; Biering- Sorensen, 1984) 
In all of these studies, muscle and joint function are 
clearly interrelated and integrated. A central message of 
applied kinesiology (and one accepted by more and more 
of the manipulative and C.A.M. professions) is that the 
spinal column and the body must be viewed asa functional 
unit and not as separate parts with organs that function 
independently ofoneanother. This isaconceptwhich, while 
obvious, is often neglected in contemporary biomedical 
practice. (Hawk et al., 2007, 2005) The AK approach of 
manual muscle testing and sensorimotor challenge and 
therapy localization to areas of suspected dysfunctions that 
may be remote from the areas of pain makes this integrated 
function of the body evident. 

It is widely acknowledged that new methods of 
management are required to tackle the growing prevalence 
ofspinalandspinal-related pain in our society. (Liebenson, 
2007; Schellhasetal., 1996) Anewassessmentmethodology 
that may help diagnose neuromusculoskeletal dysfunction 
before it becomes chronic could significantly aid health 
care practitioners. This unique method of diagnosis is 
needed, because traditional examination methods such 
as neurologic, orthopedic, and imaging tests are able 
to accurately diagnose the cause of pain in only 10% of 
patients. (Spitzer et al., 1987) 


Operational Definitions 
ofthe Manual 
Muscle Test 


Many of the “buzzwords” of evidence-based practice 
such as operational definitions, reliability, validity, and 
randomized controlled clinical trials must be understood 
if one is to become a critical-user of the biomedical, 
chiropractic, physical therapy, osteopathic, applied 
kinesiology and MMT research literature. (Haneline, 
2007) Research can often seem complicated, confusing, 
contradictory, difficult to implement and difficult to 
Judge. For example, how should we judge the value of 
the MMT for the gluteus maximus or gluteus minimus 
muscles in sacroiliac joint dysfunction, when we discover 
that statements range from “weakness of the gluteals is 
usually present in dysfunction of the sacroiliac joint” 
(Janda, 1964) to “the results of this study cast doubt on 
the suitability of manual muscle testing as a screening test 
for strength impairments”? (Bohannon, 2005) Therefore, 
a basic understanding of research is required in order to 
make judgments about articlesand to know which research 
findings should be implemented in practice. 

In order to be meaningful, all measurements must be 
based on some type of operational definition. Operational 
definitions should be described in the methods section 
of all research reports. An operational definition is a 
description of the methods, tools, and proceduresrequired 
to make an observation (i.e. a definition that isspecific and 
allows objective measurement). 

The International College of Applied Kinesiology 
(ICAK) has established the standards and methods in 
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applied kinesiology for the manual muscle test. The ICAK’s 
operational definition of the MMT is as follows: 


“Manual muscle tests evaluate the ability of 
the nervous system to adapt the muscle to meet 
the changing pressure of the examiner's test. 
This requires that the examiner be trained in the 
anatomy, physiology, and neurology of muscle 
function. The action of the muscle being tested, 
as well as the role of synergistic muscles, must 
be understood. Manual musde testing is both a 
science and an art. To achieve accurate results, 
muscle tests must be performed according to a 
precise testing protocol. The following factors 
mustbe carefully considered when testing muscles 
in clinical and research settings: 


e Proper positioning so the test muscle is the 
prime mover 


e Adequate stabilization of regional anatomy 

e Öbservation of the manner in which the 
patient or subject assumes and maintains the 
test position 

e ÖObservation of the manner in which the 
patient or subject performs the test 

e Consistent timing, pressure, and position 

e Avoidance of preconceived impressions 
regarding the test outcome 


e Nonpainful contacts - nonpainful execution 
of the test 


e Contraindications due to age, debilitative 
disease, acute pain, and local pathology or 
inflammation” 


Rectus femoris MMT 


The “break test” isthe procedure most commonly used 
in physical therapy research, and it has been extensively 
studied. (Kendall et al., 2005; Daniels & Worthingham, 
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2003; Harms-Ringdahl, 1993) This method of MMT is 
the one used in AK, developed originally from the work 
of Kendall and Kendall. (Leaf, 2010; Frost, 2002; Walther, 
2000; Maffetone, 1999; Goodheart, 1998) For example, a 
seated subject is asked to flex his knee toward his chest 10 
degrees; when that position is reached, theexaminer applies 
resistance at the knee, trying to force the hip to “break” its 
hold and move the knee downward into extension. The 
ability ofa muscle to lengthen and to generateenough force 
to overcome resistance is what is qualified by theexaminer 
and termed “Strong” or “Weak.” This is the seated test for 
the rectus femoris muscle. 

The “break test” has the following operational 
definition. (Conable & Rosner, 2011; Kendall et al., 2005; 
Daniels & Worthingham, 2003; Harms-Ringdahl, 1993) 
The subject is instructed to contract the tested muscle 
maximally in the vector that “isolates” the muscle. The 
examiner resists this pressure until the examiner detects 
no increase in force against his hand. At this point an 
additional small force is exerted at a tangent to the arc 
created by the body part beingtested. The initial increase of 
force up to a maximum voluntary strength does not exceed 
1 sec., and the increase of pressure applied by the examiner 
does not exceed a 1-sec. duration. “Strong” muscles are 
defined as those that are able to adapt to the additional 
force and maintain their contraction with no weakening 
effect. “Weak” muscles are defined as those unable toadapt 
to the slight increase in pressure, i.e., the muscle suddeniy 
becomes unable to resist the test pressure. The grading 
system is based on muscle performance in relation to the 
magnitude of manual resistance applied by the examiner. 
Scoresare ranked from no contraction to acontraction that 
can be performed against gravity and can acoept “maximal” 
resistance by the examiner, depending on the size of the 
muscle and the examiner’s strength. However, in AK the 
implication of grades is limited to interpretation of ‘better’ 
or ‘worse‘, 'stronger’ or ‘weaker, and no assumption is made 
about the magnitude of difference between grades. 

MMT is employed by orthopedists, neurologists, 
physical therapists and others to determine the grades 
of strength in patients with pathological problems and 
neurologice or physical injuries (strokes, post-polio 
syndromes, fractures, post-surgical disabilities, etc.). In the 
United States the physical therapist's patients are usually 
initially examined by a medical doctor who supervises 
the physical therapist's rehabilitation programs that may 
involve isometric, isokinetic, and isotonic muscle training 
regimes for the gradual rehabilitation of muscle function 
(often involving instruments and machinery). 

In the absence of a pathological neurological deficit 
(pathological deficits were originally what the physical 
therapists sought to find using MMT), (Martin & Lovett, 
1915; Lovett & Martin, 1916) clinical inferences are made 
based upon the result of the MMT. The MMT is used in 
both physical therapy and AK to determine a patient's 
progress during therapy. (Kendall et al., 2005; Walther, 
2000) MMT procedures are also commonly employed in 
clinical neurology as a means of subjectively evaluating 
muscle tone. The examiner in the application of force to 
the subject's resistance evaluates the muscle groups being 
studied as subjectively “weak” or “strong” on a 5-point 
scale. (Russell, 2006; Patten, 1995) 


43 


4 


MMT is employed by chiropractors and C.A.M. 
physicians to determine whether functional, manipulable 
impairments to neurological function (controlling muscle 
function) exist. For example, chiropractic management 
using MMT for a patient with carpal tunnel syndrome 
could involve assessment of the opponens policis and 
flexor digiti minimi muscles (innervated by the median 
and radial nerves), and then adjustment as indicated to 
the carpal bones, the radius and ulna, attention to an 
inhibited on MMT pronator teres muscle, adjustment of 
the cervical or thoracic spines, and evaluation of cranial 
nerve XI through MMT of the sternocleidomastoid and 
upper trapezius muscles. This “continuous nervous system” 
thinking and testing will allow the rapid identification of 
contributing sites to a pain state. The expectation in an AK 
setting is that the proper therapy will immediatelyimprove 
muscle strength upon MMT, taking the patient from 
“weak” to “strong.” This is the reason that, in the AK setting, 
the 5-point grading system of muscle evaluation does not 
have as much significance. Chiropractic manipulative 
treatment (CMT) produces more rapid responses for the 
innervation of muscles because the basic therapy required 
for many chiropractic patients is decompression of the 
nervous system -- which can be done readily with CMT. 
(Redwood et al., 2003; Meade et al., 1990; Koes et al., 
1992; Shambaugh, 1987) 

When performed by an examiner's hands MMT is not 
testing for actual muscle strength; rather, it is testing the 
nervous system’s ability to adapt the muscle to the 
changing pressure of the examiner’s test. A nervoussystem 
functioning optimally will immediately adapt a muscle's 
activity to meet the demands of the test. There appears to 
be a delay in the recruitment of muscle motor units when 
the nervous system is functioning inadequately. (Mellor 
& Hodges, 2005; Hossain & Nokes, 2005; Cowan et al., 
2004; Falla et al., 2004; Hungerford et al., 2003; Nadler 
etal., 2001; Hodges & Richardson, 1996) This delay varies 
with the severity of the nervoussystem’s impairment, and 
determines the amount of weakness shown during the 
MMT. (Thomas et al, 2008; Radebold et al., 2001; 
Hodges ct al., 1999) 

Determining the ideal operational definition of a 
manual muscle test can be difficult, given the large number 
of test variations that exist. All of the tests described by 
Kendall, Wadsworth, Goodheart, Walther and others 
(Walther, 2000, 1981; Goodheart, 1998) involve multiple 
joint movements and handling techniques. This results ina 
large number of variables that are difficult to control. 

Because of the variability possible during a MMT, 
several studies examining MMT have used specialized 
instrumentation to providesupport for theextremity tested 
and for standardization of joint position. Custom built 
dynamometers and fixed dynamometers (Jamar and Cybex 
machines, for instance) and the precision of measurements 
that they allow may be ideal for research studies; however, 
theyare not practical for use in theclinic. Theseinstruments 
do not measure the same parameters of muscle function 
as the MMT, only the absolute strength. Regardless of the 
methods or equipment one uses to standardize manual 
muscle tests in a clinical or research setting, it is most 
important that the test protocol be highly reproducible by 
the original examiner and by others. 
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The Reliability and 
Validity of the Manual 
Muscle Test as an 
Examination Tool 


In order to evaluate the scientific merit of MMT 
we have discussed the importance of the operational 
definitions, reliability and validity in MMT research. The 
original construct of the MMT was that it documented 
impairments in muscle strength. 

A complication to the original construct of MMT 
from Lovett and others has emerged with the increasing 
awareness that the responsesto the MMT are notsolely due 
to the denervation effects on neural tissues in conditions 
like polio, but also co-existing inputs to the spinal cord’s 
anterior horn and the processing state of the CNS. (Butler, 
2000; Schmitt & Yanuck, 1999) AK research and clinical 
practice have also suggested that there are five factors or 
systemstoconsider in theevaluation of muscle function: the 
nervous system, the Iymphatic system, the blood vascular 
system, cerebrospinal fluid flow, and the acupuncture 
system. Dysfunctions in these systems and their effects 
upon muscle function have been well reviewed by Chaitow 
& Delany. (2008) AK clinical experience and research 
have also demonstrated that dysfunction in a muscle may 
be caused by a disturbance in any of thesesystemsand that 
the MMT response can provide important clues regarding 
the origin of that dysfunction. 

To be valid and broadly acoepted in this new model, 
the MMT would have to reliably sample components of 
both the central and peripheral nervous systems and be 
performed in the context ofa new, more holistic conceptual 
model of functional neurology. The future of AK research 
will depend upon demonstrating the validity and reliability 
of the MMT for evaluating these types of dysfunctions 
affecting the anterior horn motor neuron pool. (Rosner & 
Cuthbert, 2012) 

Byunderstanding normal neuromuscular mechanisms 
and being able to physically test them, the practitioner may 
specifically determine areas of dysfunction and thereby 
individualizethetherapeuticcomponent. Moreimportantly, 
the MMT allows the neuromuscular system to be used 
interactively (by examiner and patient) asa key element in 
the assessment and treatment of the functional aspects of 
the patient. This ability to manipulate the neuromuscular 
system, to change the patient's muscular function, postural 
balance and strength, and to immediately measure the 
outcome is an important component of the AK approach 
to health care. This process is done each and every time the 
practitioner and patient come together. 

Applying the proper therapy results in an improvement 
in the inhibited muscle. Leisman et al. (1995) showed that 
AK muscle testing procedures could be objectively 
evaluated through quantification of the neurologic 
electrical characteristics of muscles, and that the course 
of AK treatments can be objectively plotted over time. 
(Leisman et al., 1995) 
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The techniques of examination and treatment used 
in applied kinesiology are presented in organized syllabi 
and individual lectures by certified teachers of the ICAK 
and in textbooks on the subject. (Leaf, 2010; Garten, 
2004; Frost, 2002; Walther, 2000) Texts on C.A.M. often 
offer considerable AK research, (Coughlin, 2002; Novey, 
2000; Gelb, 1994; Valentine & Valentine, 1985) and Dr. 
Goodheart’s research manuals, books, tapes and other 
materials are available for sale from the ICAKUSA. 
(ICAKUSA, 2012) 


Reliability of the 
manual muscle test 


In 2007 a narrative literature review was published 
on the reliability and validity of the MMT. (Cuthbert & 
Goodheart, 2007) More than 100 studies related tf MMT 
and the applied kinesiology chiropractic technique (AK) 
that employs MMT in its methodology were reviewed, 
including studies on the clinical efficacy of MMT in the 
diagnosis of patients with symptomatology. The search 
term manual muscle testing or manual muscle test was 
used. Relevant peer-reviewed studies, commentaries, and 
reviews were selected. Studies of MMT were categorized by 
research content type: inter- and intra-examiner reliability 
studies and construct, content, concurrent and predictive 
validity studies. Each study was reviewed in terms of its 
quality and contribution to knowledge regarding MMT, 
and its findings presented. 
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With regard to analysis there is evidence for good 
reliability and validity in the use of MMT for patients with 
neuromusculoskeletal dysfunction. The observational 
cohort studies demonstrated good external and internal 
validity, and the 12 randomized controlled trials (RCTs) 
that were reviewed show that MMT findings were not 
dependent upon examiner bias. 

A number of other literature reviews on the MMT 
have been published in the era of evidence-based 
medicine. (Kendall et al., 2005; Reese, 2005; Daniels & 
Worthingham, 2003) 


What does reliability mean? 


One way researchers determine if a clinical test is 
consistent and repeatable over several trials is to analyze 
its reliability. The reliability of a diagnostic method is the 
consistency of that measurement when repeated. 
Depending on the type of measurement that is performed, 
different types of reliability coefficients can be calculated. 
In all coefficients, the closer the value is to 1, the higher 
the reliability. For instance, calculating Cohen’s kappa 
coefficient allows the researcher to determine how much 
agreementexisted between twoor moredoctors performing 
MMT on patients with low back pain. A value greaterthan 
.75 indicates “excellent” agreement, a value between .40 and 
.75 indicates “fair to good” agreement, and a value less than 
‚40 indicates “poor” agreement. (Keating, 1992; Fleiss, 
1986) 

Toexamine the reliability coefficients calculated by the 
authors of MMT studies, see Table 1. 


Table 1 


Characteristics of 22 studies of the intra-examiner and inter-examiner reliability of manual muscle testing (RCTs indicated by **) 


Authors, Subjects Examiners Design Findings and statistics 
date 
Pollardet 28volunteerss 2 examiners (1 Todetermine if2 Inter-examiner reliability: 
al (2011) with lower experienced, 1 practitioners ofdiffering Hamstring MMT, 69.6% 
back pain novice) tested skill levels could reliably Gluteus Maximus MMT, 75.6% 
(LBP)and56 variousmuscles agree on the presenceof Gluteus Medius MMT, 77.5% 
without LBP. independently weak or strong muscles Psoas MMT, 83.9% 
on the two tested on a set of 6 Tensor fascia lata MMT, 76.8% 
groups of proximal leg muscles Rectus femoris MMT, 90.5%. 
patients with when all visual, verbal e _Withcomplete blinding, MMT of 6proximal 
and without and non-verbal cues leg and pelvic muscles showed fair to 
LBP. were removed from substantial agreement between examiners. 
view, i.e. the examiners 
were completely 
blinded. 
Rideretal 73 children Multiple MMT foragroupof24 The MMT had excellent internal reliability 
(2010) and 45 adult physical muscles and 7 muscle (Total MMT r(s) = 0.91-0.98), and consistency 
patients with therapists groups were tested. (Cronbach’s alpha = 0.78-0.97). Inter- and intra- 
derma- and and/or Patients were assessedat examiner reliability were acceptable (Kendall’s W 
polymyositis.  rheumatologists baseline andreevaluated 0.68-0.76, r(s) = 0.84-0.95). The MMT for the neck 
instructed 6-9 months later. flexors, deltoids, biceps, wrist extensors, gluteus 
in the MMT maximus and medius, quadriceps, and ankle 
protocols by dorsiflexors had good face validity and ease of 
Dr. Florence assessment. 
Kendall. e _MMT scores demonstrated internal 


reliability and consistency, examiner 

reliability, convergent construct validity,and 
responsiveness in assessing strength in patients 
with adult polymyositis, dermamypositis, and 
juvenile idiopathic inflammatory myopathies. 


245 


Schmid et 
al (2009) 


Cook et al 
(2007) 


Pollard et 
al (2006) ** 


Pollard et 
al (2005) ** 


Jepsen et al 
(2004) 


Holmich et 
al (2004) 


3] patients 
with 
unilateral arm 
and/or neck 
pain. 


21 patients 
with 
pregnancy- 
related pelvic 
girdle pain 
(PGP). 


100 patients, 
67 with low 
back pain, 33 
without 


106 
volunteers 


41 patients 
and 82 upper 
extremities: 
38 
symptomatic 
limbs and 44 
asymptomatic 


18 athletes, 9 
with sports- 
related groin 
pain and 9 
without. 


2 experienced 
physiotherapists 


6 physical 
therapists 

with limited 
experience in 
manual therapy. 


One blinded 
examiner 


Novice 
examiner 

(5" year) 
chiropractic 
student; 
experienced 
examiner (15 
years MMT 
experience) 


2 blinded 


examiners 


2 trained 
doctors and 2 
trained physical 
therapists were 
blinded 


MMT methods of 
Kendall for myotomes 
C4 to T1. C4: upper 
trapezius; 

C5: middle deltoid; 
C6: biceps brachii; C7: 
triceps brachii; C$: 
extensor hallucislongus; 
Tl: palmar interossei). 
Muscle strength 

was rated as normal or 
decreased. 


MMT of the hip muscles 
(lower extremity) 
compared to active and 
passive ROM; palpation 
and centralization. 


Muscle test performed 
after therapy 
localization to Ileo-cecal 
valve reflex point; did 
this change the MMT? 


Inter-examiner 
reliability of2 common 
muscle tests 


To study the inter- 
examiner reliability of 
manual muscle testing 
in asample of upper 
limb muscles. 


Examinations included 
evaluation of adductor 
muscle pain and 
strength, iliopsoas 
muscle related pain, 
strength, and flexibility, 
abdominal muscle 
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“Weobserved moderate to substantial reliability 
for the tests for afferent/efferent nerve function 
(sensory testing: kappa = 0.53; MMT: kappa =0.68; 
no kappa was calculated for reflexes due to alack of 
variation). Tests to investigate mechano-sensitivity 
demonstrated moderate reliability (upper limb 
neurodynamic tests: kappa = 0.45; palpation: kappa 
=039, 
°e _ Forthe tests used to assess peripheral nerve 
disorders, the manual muscle test (MMT' was 
found to have the highest inter-tester reliability 
levels. 


MMT testand passive range of motion ofthe hip 
were found to have the best specificity (0.83)and 
strongest diagnostic value of all the tests usedfor 
evaluation of PGP. The lunge test followed by the 
MMT showed the best diagnostic accuracy. 


86.6% of patients with LBP had positive MMT 
change; 97% of patients with no LBP had negative 
MMT change. This measure of LBP was found to 
have excellent sensitivity, specificity, and diagnostic 
competency. 


Deltoid muscle showed Cohen kappa value (k 0.62) 
and psoas muscle showed (k 0.67). Good inter- 
examiner reliability shown between experienced 
and novice examiners. 


The median kappa-value in the muscles examined 
was 0.54 (0.25-0.72). With a median odds ratio of 
4.0 (2.5-7.7), reduced strength was significantly 
associated with the presence of symptoms. 

° _ Jepsen etal. chose to study only individual 
muscle strength as opposed to the strength 
of groups of muscles, because the latter 
would not identifya differential involvement 
of muscles, and the diagnostic potential 
would consequently be reduced. Jepsen et 
al. also chose the MMT over quantitative 
dynamometric measurement because the 
MMT enables the examiner to guide the tested 
part into the exact test position and to give 
a precise amount of pressure to determine 
the strength. The study also demonstrated a 
comparable or better reliability than other 
diagnostic tests in common use for upper 
limb dysfunction, including the brachial 
plexus tension and shoulder abduction relief 
tests, passive cervical spine motion, trigger 
point palpation, tendon reflexes, as well as the 
Babinski sign for the lower limb. 


The kappa values for the intra-observer agreement 
were above 0.60 in 11 of 14 tests, and those for the 
inter-observer agreement of the pain tests were 
above 0.60 in eight of 10 tests. The psoas MMT had 
intra-observer values of 85.4%; abdominal muscles, 
94.4%; adductor muscles, 93.1% agreement. 


The only test without acceptable inter-observer 
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related pain and 
strength, and pain atthe 
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reliability was the strength test for iliopsoas muscle. 
(The iliopsoas MMT used in this study was not the 


symphysis joint. one recommended neither by Kendall nor by the 
ICAK, and was a test of the rectus femoris muscle 
tested supine.) 
Perry etal 16 patients Several Supine MMT ofhip Reliability testing showed excellent agreement 
(2004) ** with post- examiners extensor strength (82%). Subjects with pathology had significant 
polio compared to strength differences in mean muscle torque (P<.01) strength. 
syndrome; values obtained by Predictive validity of MMT in patients with 
18 patients traditional prone testof symptomatic post-polio syndrome affecting hip 
without hip extensor musclesin _extensor muscles was excellent. 
pathology; patients with post-polio 
26 patients syndrome 
with signs of 
hip extensor 
weakness and 
post-polio 
syndrome 
Escolar et 12 children 12 noviceand Todetermine reliability _MMT was not as reliable among novice examiners 
al (2001) withmuscular experienced of quantitative as QMT. With adequate training of examiners an 
dystrophy examiners muscle testing (QMT, interclass correlation coefficient > 0.75 was achieved 
an instrument for for MMT. 
measuring strength) 
compared to MMT 
Caruso and 27 volunteers 2 examiners Toshow the difference Study showed that examiners with over 5 
Leisman who knew between “weak” and years experience using AK had reliability and 
(2000) nothing about “strong” muscles, reproducibility (98.2%) when their outcomes were 
MMT or AK using MMT and compared. Perception of “inhibition” or weakness 
dynamometer testing made by examiner was corroborated by test 
pressure analysis using the dynamometer. 
Lawson 30 medicaldoctor 10 upper extremity MMTs of “weak” or “strong” muscles showed 
and asymptomatic muscles were tested significantly different electromyographic 
Calderon volunteers using AK methods in measurements and demonstrated a high correlation 
(1997) ** double-blindconditions. between testing methods. 
Florenceet 102 boys, physical A double-blind, Reliability of muscle strength grades obtained 
al (1992)** aged5to15 therapists multicenter trial to for individual muscle groups and of individual 
years. document the effectsof muscle strength grades was analyzed using 
prednisone on muscle Cohen’s weighted Kappa. The reliability ofgrades 
strength in patientswith for individual muscle groups ranged from .65to 
Duchenne’s muscular ‚93, with the proximal muscles having the higher 
dystrophy (DMD). reliability values. The reliability of individual 
muscle strength grades ranged from .80 to .99, with 
those in the gravity-eliminated range scoring the 
highest. Concluded that the MMT was reliable for 
assessing muscle strength in boys with DMD when 
consecutive evaluations are performed by the same 
physical therapist. 
Perotet al 10 subjects chiropractors Tomeasure and Response of tibialis anterior muscle to 
(1991) compare both proprioceptive technique showed a significant EMG 
electromyographic difference that corresponded to the difference found 
and MMT results between “strong” and “weak” MMT outcomes. AK 
after proprioceptive proprioceptive procedure to reduce muscle tone 
techniques to both found to correlate with MMT outcomes. 
strengthen and weaken 
muscles 
Barr etal 36 boys Upper and lower The data were analyzed using intraclass correlation 
(1991) (11.7 +/- 3.9 extremities were coefficients (ICCs). For the interevaluator phase, 
years) with evaluated by MMT ICCs for MMT was .90; For the intraevaluator 
Duchenne for function, range of phase, corresponding ICC was .80 to .96. Results 
or Becker motion, and strength. confirm and extend observations by others that 
muscular these assessment measures are sufficiently reliable 
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dystrophy. for use in multiinstitutional collaborative efforts. 
These results can be used to design clinical trials 
that have sufficient statistical power to detect 
changes in the rate of disease progression. 
Hsieh and 15 3chiropractors Todetermine the Intratester reliability coefficients for testers 1, 2, and 
Phillips asymptomatic reliability of manual 3 were 0.55, 0.75, and 0.76 with doctor-initiated 
(1990) subjects dynamometry using method; 0.96, 0.99, and 0.97 when patient-initiated 
AK style of MMT, MMT method. The intertester reliability coefficients 
comparing doctor- were 0.77 and 0.59 on day 1 and 2 respectively for 
initiated and patient- doctor-initiated method; and 0.95 and 0.96 for the 
initiated MMT patient-initiated method. 
Wadsworth 5 muscle physical To compare the intra- The correlation coefficients were high and 
etal(1987) groupsonll _ therapist examiner reliability of significantly different from zero for four muscle 
patients MMT and hand-held groups tested dynametrically and for two muscle 
dynamometer tests groups tested manually. The test-retest reliability 
coefficients for two muscle groups tested manually 
could not be calculated because the values between 
subjects were identical. Concluded that both MMT 
and dynamometry are reliable testing methods, 
given the conditions described in this study. 
Maitlandet Phillip 5 chiropractors Tocompare the intra- The following agreement levels among the 5 
al., (1987) Institute of with between examiner reliability of examiners were reached: 78% agreement tensor 
r Technology land 8 years MMT on the tensor fascia lata; 77% agreement pectoralis major (sternal 
(School of experience with fascia lata, pectoralis division); 85% agreement tibialis anterior; 75% 
Chiropracti) MMT,blinded major (sternal division), agreement middle deltoid; and 80.5% agreement 
40 subjects to results of tibialis anterior, middle _ gluteus maximus muscle. The overall average inter- 
previous tests. deltoid, and gluteus examiner reliability of the MMT for these muscles 
maximus muscles onthe was 79.2%. 
right side. 
Sabella et Phillip 5 examiners (3 Tocompare the intra- The results ofthe MMT, when subjected to an 
al. (1987) Institute of experienced examiner reliability of inferential test (Cochran’s Q test), were shown 
Technology and 2 less MMT on the tensor to be extremely significant at the 0.001 level. The 
(School of experienced in fascia lata, pectoralis Cochran Q test generalizes the results of the sample 
Chiropractic) MMT) major (sternal division), in this study to the total population. The reliability 
27 subjects tibialis anterior, middle  ofthe MMT between different examiners, when 
(17 male, 10 deltoid, and gluteus subjected to an inferential test (Cochran’s Q test) 
female), with maximus muscles onthe shows excellent reliability. 
minimal or right side. 
no exposure 
to MMT 
Conable u 2 examiners (20  Tocompare the intra- For 110 MMTs performed, overall agreement was 
&Hanicke _ chiropractic and 13 years examiner reliability of 78.2%. When individual subjects wereconsidered, 
(1986) patients experience with MMTonthe pectoralis 3 had 100% agreement, 4 had 90% agreement, 
MMT) major (sternaldivision), and 4 had less than 90% agreement. Three of 
middle deltoid, upper the 4 patients with less than 90% agreement 
trapezius, rectus demonstrated cranial faults that produced muscle 
femoris, and tensor inhibition on specific phases of respiration. When 
fascia lata. these were corrected with AK procedures, and 
the original MMT procedure was repeated, inter- 
examiner agreement was found to be 100%. The 
greatest discrepancies between examiners were 
found with the pectoralis major (sternal division) 
(32% disagreement), and the tensor fascialata 
muscle (27% disagreement). 
Florenceet Patientswith physical To evaluate the Showed there was significant improvement in 
al (1984) Duchenne therapists (intraobserver) and the degree of consistency of a given examiner’s 
Muscular (interobserver) MMT scores when the examiner had more 
Dystrophy reliability of MMT clinical experience and training in MMT. Author’s 


evaluation procedures 
to assess the efficacy of 
treatment of Duchenne 
muscular dystrophy. 
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concluded that MMT demonstrated reliability for 
an evaluation method that provided an objective 
foundation on which to claim a drug or therapeutic 
procedure does or does not have an effect in 
treating Duchenne muscular dystrophy. 
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Jacobs 65 patients 2chiropractors Tocompare AK This double-blind study demonstrated an 81.9% 
(1981) with diagnostic findingswith agreement between two testers, indicating good 
suspected laboratory findings inter-examiner reliability. 
thyroid 
dysfunction 


The importanceofclinicalexperienceand expertisehas 
been discussed in many papersresearching the reliability of 
the MMT and will be discussed in detail below. The skills of 
the examiners conducting thesestudies on MMT andtheir 
skills in interpreting the derived information will affect the 
usefulness of muscle testing data. 

Using force measurements from both practitionerand 
patient, theneurologist Leisman and histeam demonstrated 
a significant difference in “strong” versus “weak” muscle 
testing outcomes and showed that these changes were not 
attributable to decreased or increased testing force from the 
practitioner performing the tests. (Leisman et al., 1995) 

Table 1aboveprovidesabriefsynopsisofseveralstudies 
that investigated the reliability of MMT in both healthyand 
symptomaticsubjects. Table 1 doesnotshow thesubstantial 
amount of normative data that exists regarding muscle 
strength relating to patient age, position, tasks performed, 
and so on. (Basmajian, 1978; MacConaill & Basmajian, 
1977) There also exists a large body of data demonstrating 
how electromyographic signals are used as an objective 
representation of neuromuscular activity in patients. The 
EMG isa valid index of motor unit recruitment and reflects 
the extent to which the muscle is active; however there 
are some difficulties with the sensitivity and specificity of 
electrodiagnosis. (Staal et al., 1999; Rosenbaum, 1999) 

All of these studies using MMT and instrumentation 
have collectively made a significant contribution to the 
study of muscle function and represent different aspectsof 
the muscular activity going on in patients. 

There wassignificant improvement in the degree of 
consistency of a given examiner’s scores as noted by 
Florence et al (Florence et al., 1984) when the examiner 
had more clinical experience and training in MMT. 
Mendell and Florence, (Mendell & Florence, 1990) Caruso 
and Leisman, (Caruso & Leisman, 2000) and many other 
researchers of MMT have discussed the importance of 
considering the examiner's training on the outcomes of 
studies that assess strength via MMT. 


Complete blinding still provides 
substantial reliability 


Even though good reliability between examiners 
performing manual muscle testing (MMT) in applied 
kinesiology has been previousiy demonstrated, concerns 
have been raised that the entire testing protocol has been 
done in full view of the testing practitioner. This risk is 
minimized by making sure that examiners follow 
standardized protocols which specify patient position, the 
exact alignment of muscles being tested, correct timing of 
the MMT, the direction of the resisting force applied tothe 
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patient, and finally the verbal instruction to the patient. But 
practitioners typically respond to nonverbal cues from the 
patient which may lead to a false result in MMT. Finally, 
knowing whether or not the patient has low back pain may 
influence the practitioner's judgment in aMMT. 

To discount all potentially misleading factors other 
than the MMT itself, the ICAKUSA sponsored a study 
by Professor Henry Pollard’s research team at Macquerie 
University. (Pollard et al., 2011) Two practitioners tested 6 
proximal leg muscles with all visual, verbal and nonverbal 
cues removed from view. This was accomplished with two 
registered chiropractors each accompanied by a senior 
chiropractic intern testing patients in two separate rooms. 
Practitioners were unable to see the results of each other’s 
testing, the chiropractors being removed from the rooms 
after each muscle test so that the intern could reposition 
the participant without the direct observation of the 
practitioner. Examiners were also blinded to the pain status 
of the patient. 

Twenty-eight patients with low back pain and 56 
without low back pain were randomly assigned to each of 
the practitioners. Each practitioner completed all muscle 
testing on a single participant before the practitioners 
switched patients and repeated the protocol. During 
the preparation before the muscle testing, patients were 
instructed not to communicatewith the practitioner orgive 
them any visual cues, such as changes in facial or posture 
expression. 

Under these blinded conditions the agreement 
between the two examiners was found to be substantial. 
Forthesix muscle groups, the agreements were: Hamstring 
69.6%, Gluteus Maximus 75.6%, Gluteus Medius 77.5%, 
Posas 83.9%, Tensor Fasica Lata 76.8%, and Rectus Femoris 
90.5%. 


Evidence accumulates 


Another study by Caruso and Leisman (Caruso & 
Leisman, 2000) and sponsored by the ICAKUSA provides 
concrete evidence that the classifications of muscles as 
weak and strong are both objective and reproducible with 
adequate experience and training. These researchers 
looked at patterns of force, timing, and movement for over 
700 muscle tests with sophisticated, specially designed 
equipment. They usedsimple mathematical applications to 
find potential patterns offorce and displacement that would 
correspond to patterns of “weak” muscle tests obtained 
from healthy volunteers. The result was the creation of a 
model that was not only to clearly discriminate between 
“strong” and “weak” muscles, but also was accurate 98% of 
the time for trained practitioners in applied kinesiology. 
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In other words, this research has demonstrated that 
there are reproducible patterns of force applied by the 
applied kinesiology doctor resulting in varying degrees of 
displacement of the limb tested which correspond to the 
clinician’s experience in muscle testing. It also suggests 
that intensive training is needed to arrive at definitive and 
reproducible muscle tests in applied kinesiology. 

The following diagrams demonstrate what happens 
in distinguishing between “strong” and “weak” muscles as 
the examiner becomes more and more experienced. It can 
be seen in the first diagram that the tracings as made by 
two instruments (called an electrogoniometer and pressure 
transducer) show a clear distinction between “strong” and 
“weak” evaluations as made by the practitioner who has 
had 5 or more years of experience and training. 


Force (lbs.) 
on» 0a» 


() 2 4 6 8 10 
Displacement (inches) 


For the practitioner who has had less experience (3 
years), it can be seen that the distinction between the two 
classes of muscle activity is less clearcut. 


Strong Tests 
ee 


4 6 
Displacement (inches) 


And finally, this last tracing shows the results for 
practitioners who have had only half a year of experience. 
Here it can be seen that there is no clear distinction 
whatsoever between “strong” and “weak” evaluations as 
suggested by theclinician. Thisemphasizes the importance 
of using well-trained clinicians in applied kinesiology 
as being the most capable of making the most definitive 
judgments as to whether a muscle reflects clinical problems 
or not in a particular patient. 


FORCE/DISPLACEMENT ANALYSIS 


4.2 . 
DISPLACEMENT (Inches) 


The net result of this controlled experiment has been to 
show that accurate and reproducible judgments regarding 
the activity of muscles tested are available —and thus of 
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the clinical states that underlie these results— to applied 
kinesiologists with substantial training and experience. 

AstudybySilveretal (Silver et al., 1970) was designed 
to improve the standardization of MMT for use with 
patients with chronic renal disease. Silver et al. examined 
the inter-examiner reliability of astandardized protocol of 
MMT based on the techniques described by Daniels and 
Worthingham. (Daniels & Worthingham, 1947) Silver et 
al reported their results in terms of descriptive statistics 
and found complete agreement amongexaminers in 67% of 
the muscle tests performed (using the 5-point scale), with 
agreement within a one-half grade occurring in 97% of 
the muscles tested. The strong reliabilities reported in this 
study (97% agreement within a one-half grade versus 95% 
within one full grade reported by earlier groups) may have 
been due to the strong emphasis placed by Silver et al. on 
standardization of the technique of muscle testing and the 
grading system used. 

Wadsworth et al (Wadsworth et al., 1987) used 
inferential statistics to analyze the reliability of MMT in 
the normal population and measured the intra-examiner 
reliability of MMT using five muscle groups: shoulder 
abductors, elbowextensors, wristextensors, hip flexors, and 
knee flexors. Muscle testing protocols were standardized, 
and the examiner performing the testing had 8 years of 
clinical experience. Test-retest reliability coefficients were 
0.63 for knee flexors, 0.74 for hip flexors, and 0.98 for 
shoulder abductors. Because grades on both test and retest 
for wrist and elbow extensors were identical showing 
perfect test-retest reliability, correlation coefficients for 
these muscle groups could not be calculated. 

In anarticle published in thesame year asthestudy by 
Wadsworth et al, Frese et al. (Frese et al., 1987) reported 
the inter-examiner reliability of manual muscle tests of 
the gluteus medius and middle trapezius muscles. Inter- 
examiner reliability coefficients ranged from 0.04 to 0.66, 
including muscle test grades below 3 (fair). Although one 
would expect somewhat lower inter-examiner reliability 
than intra-examiner reliability, the reliabilities reported in 
the Frese et al. study are definitely poor. Differences in 
design between the studies by Wadsworth et al. and Frese 
et al. studies may account for the variation seen in the 
reported reliabilities for these two studies. Examiners in 
the Frese et al. study did not use standard techniques for 
muscle testing but were allowed to test each muscle using 
the technique with which the examiner was most 
comfortable. The muscle testing techniques of both Kendall 
etal. (Kendall et al., 2005) and Daniels and Worthingham 
(Daniels & Worthingham, 2003) were used, but the two 
techniques used different methods of positioning the 
patient and resisting the muscle, particularly for themiddle 
trapezius. Additionally, the examiners participating in the 
Frese et al. study had an average of 2.3 years of experience 
compared with the 8 years of experience possessed by the 
examiner in theotherstudyby\Wadsworthetal. Nomention 
was made in the Frese et al study of the establishment of 
intra-examiner reliability before the investigation of inter- 
examiner reliability. 

A study that examined both intra-examiner and inter- 
examiner reliabilities of MMT in the healthy population 
was published by Brandsma et al. (Brandsma et al., 1995) 
These researchers focused on reliability of MMT for the 
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intrinsic muscles of the hand. Comparison was made of 
MMT scores obtained by one experienced examiner in a 
test-retest situation (intra-examiner reliability) and by two 
experienced examiners on the same group of patients 
(inter-examiner reliability). Both intra-examiner and 
inter-examiner reliabilities were calculated using Cohen’s 
weighted kappa coefficient and ranged from 0.71 to 0.96 
for intra-examiner and from 0.72t0.0.93for inter-examiner 
reliability, results similar to those reported in Table 1. 

Inter-examiner reliability has also been reported by 
Lilienfeld etal, (Lilienfeld et al., 1954) Blair, (Blair, 1955), 
Iddings et al, (Iddings et al., 1961) Barr etal, (Barr et 
al., 1991) and Perry et al. (Perry et al., 2004) Test-retest 
reliability has been examined by Iddings et al, (Iddings et 
al., 1961), Jacobs, (Jacobs, 1981) Florence et al, (Florence 
et al., 1984) Wadsworth et al (Wadsworth et al., 1987) 
Mendell and Florence, (Mendell & Florence, 1990) Hsieh 
and Phillips, (Hsieh & Phillips, 1990) Barr etal (Barr et 
al., 1991) Florenceet al (Florence et al., 1992) Lawson and 
Caruso, (Lawson & Calderon, 1997) andPerryetal. (Perry 
etal., 2004) The levels of agreement .attained in these many 
studies, based upon +/- one grade were high, rangingfrom 
82% to 97% agreement for inter-examiner reliability and 
from 96% to 98% for test-retest reliability. The results of 
these studies indicate that in order to be confident that a 
true change in strength has occurred, MMT scores must 
change more than onefull grade. In clinical researchstudies 
on AK treatment, the change from an “inhibited” or “weak” 
muscle to a “facilitated” or “strong” muscle is a change in 
at least one full grade, and isa common result of sucosssful 
treatment. (See Tables 2 and 3) 

In the 14 studies above, correlation coefficients are 
reported. These coefficients ranged from 0.63 to 0.98 for 
individual muscle groups, and from 0.57 to 1.0 for a total 
MMT score (comprised of the sum of individual muscle 
grades). 


_ Caution 


Possibly themost important item in obtaining accurate 
results with manual muscle testing is the examiner’s 
knowledge of how the subject may change the parameters 
of the test to appear strong when, in reality, the muscle the 
examiner intends as the prime mover is weak. Subjects will 
often shift body position, change direction of force and 
otherwise change the perimeters of the test. These factors 
must be observed by the examiner so they can be placed 
into the equation which finally evaluates whether there is 
muscle strength or weakness on manual muscle testing. 
It is for this reason that Walther originally entitled the 
opening chapter on MMT in Volume 1 of this series of AK 
textbooks, “The Science and Art of Manual Testing” rather 
than “The Art and Science of Manual Muscle Testing”. It is 
more important for theexaminer to haveknowledge of how 
people change the parameters of the test, what muscles are 
synergistic, what stabilization requirements the examiner 
must make, and finally the subject's fixation requirements. 
More information is gained in manual muscle testing by 
observing the patient, his movements, his ability to hold 
the testing position, and the changes made to recruit 
synergistic muscles, etc., than is obtained by the examiner 
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perceiving muscle strength. 

An additional consequence of muscle dysfunction is 
a tendency for firing sequences to become unbalanced, so 
that synergists adopt the role of prime mover in important 
movement patterns. For example, when the gluteus 
maximus muscle is inhibited (whether from myofascial 
trigger points, arthrogenic weakness from joint 
subluxation, inflammation, from remote or local pain, or 
from any of the host of reasons for muscles being weak) 
it will create disturbed movement patterns. The most 
characteristic feature ofa patient'smovementwith muscular 
inhibition is substitution, which alters theentire movement 
pattern. This change is particularly evident if the weak 
muscle is the agonist in a particular movement sequence. 
So when manual muscle testing of an inhibited gluteus 
maximus is performed, the hamstrings (which should be 
eliminated from the gluteus maximus MMT when the test 
is performed properly) will be exoessively active, as will the 
ipsilateral erector spinae (which should be bracing the low 
back and not acting as hip extensors through their action 
of extending the Iumbar spine). This will be easilydetected 
during the MMT by the patient extending the knee in order 
to recruit the hamstring or increasing the lumbar lordosis 
in order to increase the power of the erector spinae. The 
patient may also use his or her hands if on the handpiece of 
the table in order to recruit the latissimus dorsi and other 
extensor muscles of the back and core. If, on the other hand, 
the antagonists to the gluteus maximus are weak, the range 
of motion during the MMT may be increased. 

During testing of specific muscles that are responsible 
for specific movements, the examiner is able to understand 
the structural and functional status of the segmental and 
central nervous system of the individual, due to the wide 
and complex connections between the muscular and 
nervous systems. This is because such examinations may 
reveal the extent to which there are wide and complex 
connections between numerous (not fully understood) 
neurophysiological systems. If we accept this premise, the 
examination of the functioning of muscles may provide 
significant insight into how the body is working asa whole. 


Making sense of 
manual muscle tests 


Numerous types of stimuli have the ability to alter the 
outcome of a manual muscle test. The muscle may test 
stronger or weaker, depending on the patient's condition 
and type of stimulation. Analysis of the change correlated 
with other examination findings helps determine the 
optimal treatment to return a muscle and movement 
pattern back to normal homeostasis. Some of the causes 
that impair muscle function are as follows: (ICAK USA 
Status Statement, 2012; Cuthbert & Schmitt, 2009; 
Cuthbert & Goodheart, 2007) 


e  Mwyofascial dysfunction (MTrPs, microavulsion, 
and proprioceptive receptor dysfunction) 


e  Peripheral nerveentrapment 
Spinal segmental facilitation and deafferentation 
e _Neurologic disorganization 
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e  _\/isoerosomatic relationships(aberrant 
autonomic reflexes) 


e Nutritional inadequacy 
e  Toxicchemical influences 


e  Dysfunction in the production and circulation 
of cerebrospinal fluid and cranial nerve 
entrapment 


e _Adverse mechanical tension in themeningeal 
membranes and dural ports 


e Meridian system imbalance 
e Lymphaticand vascular impairment 


The applied kinesiologyexaminationisessilyintegrated 
with the physician's routine examination procedures. Let us 
briefly consider a typical patient seeking help for low back 
pain that developed one week before when he stooped 
down to pick up a box. The patient's history and review of 
symptoms reveal the low back pain has occurred before. 
The patient took analgesics and muscle relaxants that the 
physician prescribed, and rested until the pain was relieved. 
This time the pain is getting worse rather than diminishing, 
and now it is radiating down the back of his or her leg to 
the knee. The patient denies other health problems. Family 
history reveals that the patient's father had adult onset 
diabetes and died of a heart attack. On the mothers side 
there is history of alcoholism. During examination, the 
blood pressure is 156/92 sitting and 140/90 when taken 
standing. Bechterew, Lindner seated, straight leg raise and 
Bragard tests are negative for sciatic radiation, but the 
Bechterewandstraight leg raisetests cause increased pain in 
the sacroiliac joint. The deep tendon reflexes and sensation 
are normal, and the tibialis anterior and extensor hallucis 
longus are strong (in the AK protocol for intervertebral 
disc evaluation there are other procedures that are not 
needed for this discussion). Gaenslen and FABERE-Patrick 
tests cause pain in the sacroiliac joint and some increasein 
leg pain. Mennell’'s sign is positive. Additional tests fail to 
indicate intervertebral disc involvement or other cause for 
radiculopathy causing the leg pain. There is indication ofa 
sacroiliac lesion with referred pain down the leg from the 
joint receptors. Further AK testing reveals the gracilis and 
sartorius muscles to be weak. Therapy localization to the 
neurolymphaticand neurovascular reflexesreturnsstrength 
to the muscles on testing. Palpation of the muscles’ origin 
and insertion reveals extreme tenderness. On observing 
this pain, the patient reports having experienced a lot of 
pain in that knee lately. The examiner remarks, “You said 
during history taking that you don’t have any joint pain in 
your extremities.” The patient replies, “| didn't think it was 
important for fixing my back, which is why I’m here.” The 
examiner explains how the sartorius and gracilis muscles 
provide support to the innominate bone and the knee. The 
lack of support allows thestructural strain to develop in the 
sacroiliac and knee causing the pain. Further explanation 
is given about the relation of the sartorius and gracilis 
muscles with adrenal stress disorder. The positive findings 
of adrenal stress disorder such as the blood pressure drop 
on standing, tenderness at the posterior 11" rib (Rogoff’s 
sign), pupillary response to light, and AK’s ligament stretch 
reaction test, are explained. The patient admits to getting 
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dizzy for a short time when rising to a standing position 
and that bright light has been bothering his eyes latelyso he 
wears sunglasses. Further questioning reveals the patient 
has been under a lot of stress lately, drinking a lot of beer 
and coffee as well assmoking heavier. The relation between 
adrenal stress disorder, hyperinsulinemia, followed by 
insulin resistance, and finally the cardiovascular problems 
ofsyndrome X is discussed with the patient. At this time he 
admits his last blood test indicated borderline diabetes and 
he recognizes this series of events led to his father's death. 

This patient came in for relief of back pain that he 
could not obtain from the previous approach of analgesics, 
muscle relaxants, and rest. The applied kinesiology 
approach of probing into the cause of dysfunction has 
found there is significant biomechanical, biochemical, and 
psychosocial involvement. Each of these factors in the triad 
of health were detectable using an examination tool that 
both the patientand theexaminer could directiyexperience 
during the testing. This examination has thereby brought 
the patient to consider the need for correction of far more 
serious problems to avoid the series of events that took his 
father's life. 

Finding the cause and correcting the adrenal stress 
disorder by AK examination and treatment follows a 
similarly structured step-by-step functional analysis of 
the hypothalamus-pituitary-adrenal axis. Treatment for 
adrenal stress disorder is notthesameforevery patient with 
the condition. The treatment for adrenal stress disorder 
may be directed to either side of the triad of health or, as in 
this case, all sides. AK examination proceeds as the patient 
improves, and treatment is directed to whatever is involved 
at the time. 


Responsibilities of practitioners 


As with any physical, laboratory, or other clinical 
examination, great care must be used in performing 
applied kinesiology tests. First, and probably foremost, is 
the personal care and use of muscle testing. When one has 
the knowledge and applies it with expertise, manual muscle 
testing has reproducibility. Like a stethoscope in the hands 
of a novice, manual muscle testing used by an untrained 
clinician is worse than useless. Applied kinesiology manual 
muscle testing has derived standard procedures from the 
literature; however, it is recognized that manual muscle 
tests of applied kinesiology use additional timing factors 
and application. (Conable, 2010) 

When the manual muscle test is properly used in 
applied kinesiology, the examiner is aware of recruitment 
efforts by the patient. These may be a change in the testing 
position, respiration pattern, etc. It is well-recognized by 
those knowledgeable in manual muscle testing andapplied 
kinesiology that there are many practitioners using manual 
muscle testing in a haphazard manner. When manual 
muscle testing always gives the results that the examiner 
expects, the quality of the test is suspect. For example, 
some believe that while sugar will cause weak muscles in 
all who chew it prior to a test; it will not. In some cases it 
will actually cause an improvement in the manual muscle 
test, depending upon the physiology of the individual being 
tested. 
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Along with the responsibility to use muscle testing 


properly is the responsibility to educate those who are 
using it improperly. It is especially important to recognize 


poor quality muscle testing in those who are teaching 


undergraduate or post-graduate courses. 
An extensive checklist of the operational definitions 


of the MMT has been presented by Schmitt and Cuthbert: 


(Schmitt & Cuthbert, 2008) 


Is the test a standardized MMT or is it a 
general test? The examiner must be aware that 
there is an ideal starting position and vector of 
the testing force that positions the muscle being 
tested as the prime mover. Theexaminer should 
also be cognizant of any possible synergistic 
muscles that could be recruited in asubstitution, 
compromising the test by producing a false 
negative. 

Does the examiner apply the same force with 
the same timing on each occasion that the 
muscle is tested, and is the force applied at a 
constant rate and speed? The foroe needs to be 
applied to the patient ata constant rate until the 
examiner senses that the muscle begins to give 
way. This classic “break test” hasbeen used widely 
by physical therapists as well. (Kendall et al., 
2005; Daniels & Worthingham, 2003; Harms- 
Ringdahl, 1993) The muscle should NOT be 
tested through the entire range of motion for, as 
Walther has aptly stated, “Once the muscle is in 
motion, the test is over.” (Walther, 2000) Being 
able to detect this in a manner whose inter- 
and intra-examiner reliability and construct, 
concurrent and predictive validity have all been 
documented (Cuthbert & Goodheart, 2007) 
requires considerable training on the part of the 
examiner (Caruso & Leisman, 2000; Mendell & 
Florence, 1990) which at five years’ experience 
has demonstrated virtually perfect correlation 
with objective measurements by instrumentation 
for over 700 muscle tests.(Caruso & Leisman, 
2000) 


Is the contact point on the patient the same 
each time the muscle is tested? Here the 
examiner should reproduce the contact point 
within 0.5 inches, since the amount of leverage 
has been shown to affect the performance of 
each test. In addition, areas of the patient's body 
such as the wrist and ankle which are extremely 
sensitive to pressure may yield to pain and not 
the force of contact. These rules also apply to the 
stabilizing hand, which should not cause pain. It 
should also convince the patient that he or she 
will not fall off the table, a fear which, without 
reassurance, could allow the test muscle to give 
way prematurely. 


Isthe point ofcontacton the examiner the same 
each time the muscle is tested? If this varies,the 
examiner will receive different nerve impulses 
from the mechanoreceptors in the fingers and 
interpret these as varying amounts of pressure, 
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and, more importantly, the leverage changes and 
the muscle fibers being tested will be different. 


e Are the examiner’s elbow, arm and forearm 
in the same position for each test? This again 
reduces the possibility that the examiner will 
interpret different amounts of pressure with 
varying positions. It also is designed to avoid 
having the examiner recruit his or her whole 
body weight, overpowering the patient's muscle. 


© Aretheexaminer’s shoulders in the same plane 
and relaxed each time the muscle is tested? This 
again is to avoid having the examiner leaning 
over the patient, thus transferring body weight. 

© Is the examiner’s body in the same position, 
engaging the core muscles in the same way each 
time the patient’s muscles are tested? 


e Proper patient positioning so the test muscleis 
the prime mover and synergistic muscles areat 
a disadvantage. 


° Adequate patient stabilization so the test 
muscle is functioning from a stable base. 


e Observation ofthe patient’s effort to change the 
test parameters to recruit synergisticmuscles. 


e Consistent test timing, pressure, 
maintenance of the test position. 


and 


e Avoidance of preconceived examiner’s 
impressions regarding the testoutcome. 


e No patient pain during the test caused by the 
examiner’s contact over bony surfaces or from 
the patient’s condition. 


Validity ofthe manual 
muscle test and the 
Expanding Construct 
Validity ofthe MMT 


In 1952, Kendall and Kendall were the first to expand 
the construct validity of the manual muscle test in their 
book, Posture and Pain. (Kendall et al., 2005) 

Based on their analysisand treatment of using detailed 
records of 12,000 cases in the physical therapy department 
at the Children’s Hospital in Baltimore, Kendall & Kendall 
found positive manual muscle testing findings indicative of 
postural disorders in the following conditions: 


e Arm numbness 
e Arm pain 
e Arthritis deformans 


e Abnormal lordosis and kyphosis of thecervical, 
lumbar and thoracic regions 


e Bow legs 
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Typical manual muscle 
test (tensor fascia lata 
muscle) used in AK 
practice 


Bunions 

Circulatory disturbances in thearm 

Coccyalgia and coccydynia 

Cumulativeeffects of corticoid pressure 
syndrome 


Dancers problems and pain 

Disc protrusion 

Disuse atrophy and weakness of many kinds 
Foot eversion 

Facet pain 

Fatigue 

Faulty postural habits 

Foot disorders of twelve different kinds 
Hammer toes 

Hallux valgus 

Heel pain 

Hip disorders of various kinds 

Knee disorders 

Knock knee and bow legs 

Mobility impairments 

Nausea 

Occeipital headaches 

Pain in the trunk, Iow back and upper back 


Pain generated by movements of various 
articulations 


Pelvic tilt 

Pigeon toes 

Piriformis syndrome 
Pronation, feet 

Rib pain 

Round shoulders 
Scapula malpositions 
Subdeltoid bursitis 
Stress 

Teres minor syndrome 
Weakness in relation to gait, and more. 
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Essential evidence of the 
expanding construct validity 
of MMT 


Tables4 and 5 in this chapter, Tables 1 and 2 in chapter 
8,and Table 1 in both chapters9and 10, offera partial list of 
theorthopedicandorganic (TypeN and TypeO) conditions 
that applied kinesiology MMT diagnostic methods have 
sucoessfully evaluated and treated. Comparisons between 
the conditions evaluated with the manual muscle test in the 
early years of its usewith thosetoday is instructive, showing 
how the expanding construct validity of the MMT is being 
demonstrated by outcome studies and basic biological 
research. 

Muscle dysfunction can now be confidently traced to 
disorders in the Iymphatic system, (Simons etal., 1999) the 
vascular system, (Chaitow & DeLany, 2008) cerebrospinal 
flow, (Chaitow et al., 2005) and the acupuncture system 
of meridians, (Moncayo & Moncayo, 2009) as well as the 
nervous system. (Russell, 2006) This concept represents 
aspects of AK theory which have been amply described, 
(Rosner & Cuthbert, 2011; Leaf, 2010; Frost, 2002; 
Walther, 2000; Schmitt & Yanuck, 1999; Maffetone, 
1999; Goodheart, 1998-1964; Green & Gin, 1997) and 
supported by reliability and observational studies, (ICAK, 
2012) but this concept is in need of randomized controlled 
trials and further observational research studies before the 
relevance of each of these factors can be confidently shown. 
(Cuthbert & Goodheart, 2007) 

Specifically, the validty of the MMT (its 
appropriateness, truthfulness, authenticity, or 
effectiveness its observation or measurement) as defined 
by Payton (Payton, 1994) issupported from four different 
perspectives: 

1. Construct Validity ofthe MMT: This measurement 
canbeusedto makeaspecific inferenceand isthetheoretical 
foundation upon which all other types of validity depend: 


e Properly innervated muscles generate greater 
tension than partially innervated ones.(Kendall 
et al., 2005; Martin & Lovett, 1915; Lovett & 
Martin, 1916) 


e Physical, chemical, mental and emotional 
disturbances are associated with secondary 
muscle dysfunction, affecting the anterior horn 
of the spinal cord and producing a muscle 
inhibition which is often followed by the over- 
facilitation ofan opposing muscleand producing 
a postural distortion.(Schmitt & Yanuck, 1999) 


e Muscle function has been identified as both a 
cause and consequence of mechanoreceptor 
dysfunction in chronic back pain patients. It is 
the center of the sequence of events resulting in 
back pain.(Panjabi, 2006) 


e Physical imbalances produce secondary muscle 
dysfunction (muscle inhibition followed by the 
overfacilitation of theopposing muscle).(Falla et 
al., 2004) 


e Muscle dysfunction and its detection are related 
to low back and pelvic pain, (Pollard et al., 


PN 254% 


Authors, 


2011; Cook et al., 2007; Goodheart, 1998; 
Aleksiev et al., 1996; Janda, 1980; Janda, 1978) 
anterior knee pain, (Mellor & Hodges, 2005) 
groin pain, (Holmich et al., 2004; Cowan etal., 
2004) ankle pain, (Zampagni et al., 2008) 
temporomandibular joint pain, (Yin et al., 2007) 
arm and neck pain, (Schmid et al., 2009; Jull et 
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al., 2008; Falla et al., 2004; Ylinen et al., 2004) 
and patellofemoral pain syndrome.(Cowan et 
al., 2001) 


e Painful muscles are most characteristically 
inhibited and fatigued, for example in patients 
with acute and chronic low back pain (See 
Chapter 2) 


Table 2 


Characteristics of 11 studies showing the prevalence of muscle dysfunction in patients with back pain (RCT's indicated by **) 


Subjects Design 


date 


Miyakoshi 


et al., 


(2007) 


Hossain et 
al (2005) 


Falla et al 
(2004) ** 


Hodges et 
al (1996) 


rt 


174 
postmenopausal 
Japanese 
women with 
osteoporosis 


The Japanese 
Osteoporosis QOL 
Questionnaire (JOQOL) 
was used for 174 
postmenopausal women 
with osteoporosis 
(mean, 68 years old). 
Correlations between 
the JOQOL score, bone 
mineral density (BMD), 
the kyphosis angle and 
mobility of thoracic 

and lumbar spine, the 
number of vertebral 
fractures, grip strengths 
of dominant and non- 
dominant hands, and 
isometric back extensor 


strength werecompared. 


Literature 
review 


Gait analysis studies 
reviewed show an 
orderly sequence of 
muscle activation - this 
contributes to efficient 
stabilization of the 
joint and effective 
weight transfer to the 
lower limb. Gluteus 
maximus fibres - lying 
almost perpendicular 
to the joint surfaces 

are oriented for this 
purpose. Biceps 
femoris is another 
important muscle that 
can also influence 

joint stability by its 
proximal attachment to 
sacrotuberous ligament. 


To compare activity of 
deep and superficial 
cervical flexor muscles 
during a test of 
craniocervical flexion. 


10 patients 
with chronic 
neck pain; 10 
controls 


Subjects performed 
rapid shoulder flexion, 
abduction, and 
extension in response to 
a visual stimulus. 


15 patients with 
low back pain 

and 15 matched 
control subjects 


Findings and statistics 


Multiple regression analysis revealed that the back extensor muscle 
strength and lumbar spinal mobility were the significant contributors 
to the Japanese Osteoporosis Quality of Life Questionnaire (p < 0.05). 
and were the most important factors predicting quality of life in these 
patients. 


Altered pattern of muscle recruitment has been observed in patients 
with low back pain. Because of its position as a key linkage in 
transmission of weight from the upper limbs to the lower, poor 

joint stability could have major consequences on weightbearing. 

It is proposed that sacro-iliac joint dysfunction can result from 
malrecruitment of gluteus maximus motor units during weight 
bearing, resulting in compensatory biceps femoris over activation. 
The resulting soft tissue strain and joint instability may manifest itself 
in low back pain. 


This thesis was also proposed by Janda. (1964) 


Showed a strong linear relation between the electromyographic 
amplitude ofthe deep cervical flexor muscles and the incremental 
stages of the craniocervical flexion test for control and individuals 
with neck pain (P = 0.002). A reduced performance of the 
craniocervical flexion test is associated with dysfunction of the deep 
cervical flexor muscles. 


Contraction oftransversus abdominis was significantly delayed 

in patients with low back pain with all movements. The delayed 
onset of contraction of transversus abdominis indicated a deficit of 
motor control and is hypothesized to result in inefficient muscular 
stabilization of the spine. 
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Table 2 (continued) 


Authors, Subjects Design Findings and statistics 
date 
Electromyographic 
activity ofthe 
abdominal, and lumbar 
multifidus muscles 
recorded by surface 
electrodes. 
Shiradoet 50 healthy Outcome measureswere In both concentric and eccentric contraction modes, the patients with 
al (1995) subjects (25 flexor and extensorpeak CLBP had greater flexor/extensor ratios than the healthy subjects (p 
men, 25 torque/body weight, <.01). This implies that extensor muscles are more affected in these 
women), aged and flexor/extensor patients. 
23 to 34 years, peak torque ratio during 
and 48 patients concentric and eccentric 
with CLBP contractions. 
(26 men, 22 
women) aged 26 
to 39 years. 
Hides etal 26 patients with Real-time bilateral Marked asymmetry of multifidus cross sectional area was seen in 
(1994) acute, unilateral ultrasound imaging symptomatic patients with the smaller muscle being on the side 
LBP (aged were performed in 26 ipsilateral to symptoms. The site of muscle wasting in patients 
17-46 years), patients with acute corresponded to the clinically determined level of symptoms in 24 of 
and 51 normal unilaterallow back pain the 26 patients. 
subjects (age (LBP) symptoms and 51 
19-32 years) normal subjects. 
Triano & 41 low-back To examine relations Oswestry disability score related significantly (P less than 0.001) to 
Schultz pain patients; among some objective presence or absence of relaxation in back muscles during flexion. 
(1987) and 7 pain-free andsubjective measures Mean trunk strength ratios were inversely related to disability score 
control subjects oflow-back-related (P less than .05). Findings imply that myoelectric signal levels, trunk 
disability strength ratios, and ranges of trunk motion may be used as objective 
indicators of low-back pain disability. 
Biering- 449 men and The examination The main findings were that good isometric endurance of the back 
Sorensen 479 women consisted of muscles may prevent first-time occurrence oflow back trouble (LBT) 
(1984) anthropometric in men and that men with hypermobile backs are more liable to 
measurements, contract LBT. Weak trunk muscles and reduced flexibility/elasticity of 
flexibility/elasticity the back and hamstrings were found as residual signs, in particular, 
measurements of the among those with recurrence or persistence of LBT in the follow-up 
back and hamstrings, year. 
as well as tests for trunk 
muscle strength and 
endurance. 
McNeill 27 healthy Maximum voluntary The ratios showed that the patients with low back pain and/or 
Tetal. males and 30 isometric strengths sciatica had extension strengths that were significantly less than 
(1980) healthy females; were measured during their strengths in the other types of movements tested. The strength 
and 25 male attempted flexion, ratios for attempted extension were particularly low for patients 
and 15 female extension, and lateral with sciatica. Both male and female with LBP and/or sciatica 
Papanls with bending from anupright had approximately 60% of the absolute trunk strengths of the 
an nn standing position. corresponding healthy subjects. 
Karvonen 183 male To correlate muscle Weak trunk extensors were associated with a history of sciatica; 
etal. conscripts. weaknesses in young weak trunk flexors with back injuries and with current backache 
(1980) A history of men with complaints at work/exercise. Weak leg extensors showed associations with a 
scialica was ofLBP history oflow back insufficiencyand of sick leave due to theback 
reported by and with current hip pain. Men with a history of lumbago and ofhip 


8%, lumbago 
by 13%, back 
injury by 13% 
and low back 
insufficiency by 
63%. 


and knee complaints performed poorly during 12 min of running. 
The questionnaire and strength measurements proved suitable for 
studying low back syndrome in its early stages. 
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Table 2 (continued) 
Authors, Subjects Design Findings and statistics 
date 
Addison 16 maleand17_ Maximum voluntary When compared with healthy subjects, the patients seeking 
&Schultz  femalepatients trunk strengths in hospitalization had significantly smaller strengths during attempted 
(1980) with chronic the standing position extension relative to their strengths during attempted flexion or 
LBP were measured during lateral bending. 


attempted flexion, 
extension, and lateral 
bending. The trunk 
strengths of these 
patients were then 
compared with those 

of healthy subjects and 
with those of patients 
with low-back disorders 
who sought treatmentas 
outpatients ofa general 
orthopaedic office 
practice. 


2.Convergentand Discriminant Validity oftheMMT: MMT isable to demonstrateeitherstrong (convergent) or low 


(discriminant) correlations between two variables: 


e Patients with or without mechanical neck pain could be successfully distinguished with the testing of 8 neck 
muscles. (Cuthbert et al., 2011) Twogroups of patients were subjected to astandard MMT of four predetermined 
muscle pairs of the anterior and posterior neck bilaterally, considered to be the individual neck muscles for 
particular neck motions which are the prime movers whose strength can be distinguished from other potentially 
interfering muscles. Muscles rated as “strong” were those which held thestarting position; if they broke away, they 
were rated as “weak.” Inonegroup, 148 patients who met the inclusion criteria for the primary complaint of MNP 
were tested, while in the second group, 100 patients without MNP were tested. 


The sensitivity of the test was evaluated as the likelihood of obtaining a positive (“weak”) MMT result in one or more 
of the four cervical muscle pairs tested when MNP was truly present. The specificity, on the other hand, indicated the 
likelihood of receiving a negative (“strong”) MMT result when MNP was not present. Because the number of positive 
MMT findings in at leastone of the four muscle pairs tested in the patients reporting MNP was 139, thesensitivity of the test 
was 93.9%. Thirty of the 100 patients without MNP produced positive results in oneor more ofthe four MMT tests, yielding 
aspecificity of 70%. In the latter instance, patients treated without MNP but for other symptoms could have produced 
muscle weakness in the neck in some instances, reducing what could have been an even greaterspecificity. 


Proportion of Patients with Positive MMT 
Neck Pain and Control Groups 
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Thus, the MMT applied across the four muscle Table 


in this investigation appeared to discriminate MNP patien 
from non-MNP patients. This supported the hypotheses 
that (1) MNP is associated with a measurable muscular 
inhibition, and (2) MMT by identifying those muscular 
inhibitions could lead to the discovery of a modifiable 
risk factor for MNP. This also supports the belief that a 
properly performed MMT is more capable of isolating a 
muscle compared to other means of instrumental testing 
sinoe the examiner can observethe MMT directly by visual 
and tactile senses combined, reducing the evaluation of 
confounding muscles to a minimum. By examining large 
numbers of patients with and without MNP and comparing 
these to the results of MMT, this investigation offers robust 
numbers in support of the clinical validityof MMT. 


e Patients with or without upper limb complaints 
could be successfully distinguished with the 
testing of 14 muscles.(Jepsen et al., 2006) 


e Thetestingofhipextensor muscles discriminated 
between 16 patients with and 18 patients without 
post-polio syndrome. (Perry et al., 2004) 


Therapy localization shows 
substantial specificity and 
sensitivity 


Therapy localization to the ileocecal valve producing 
weakness in MMT correlated with the presence of low back 
pain in patients with asensitivity 0of87% with this condition 
and a specificity of 97% lacking low back pain. (Pollard et 
al., 2006) This investigation sought to determine whether 
tenderness of a region which lies over the valveconnecting 
the final segment of the small bowel with the first part of 
the large intestine [called the ileocecal valve (ICV) point] is 
correlated with the presence of low back pain. In particular, 
what isthesensitivityandspecificity ofthistestwith regards 
to low back pain? 

A total of 100 subjects aged 20-74 with (n=67) and 
without(n=33) wereincludedinthisstudy. Aftercompleting 
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! ire, subjects were subjected to a deltoid muscle 
zii. the responseto stimulating the ICV point. 
If there wasa change in musclestrength in response to ICV 
stimulation, the ICV test was regarded as positive. Of the 
patients reporting low back pain, 58 reported a positive 
ICV test, yielding asensitivity of 86.6%. A total of 32 of the 
33 subjects with no back pain yielded a negative ICV test 
for a specificity of 97%. From astatistical viewpoint, it was 
shown that a subject’s positive ICV test result is 28.6 times 
more likely to be seen in an individual with low back pain 
than in someone without. 

It is believed that ICV symptoms result from the 
absorption of toxic products by the ileum that have 
regurgitated from the colon. ICV syndrome is frequentiy 
found with psoas muscle dysfunction, quadratas lumborum 
imbalance and tenderness of the spinal column. While 
low back pain is multifactorial in nature, these strikingly 
high values representing the sensitivity and specificity of 
the ICV test attest to its clinical utility in confirming low 
back pain, in addition to yielding information as to the 
mechanisms underlying at least some forms of this widely 
prevalent viscerosomatic condition. (Walther, 2000; Sato 
et al., 1997) 

3. Concurrent Validity of the MMT: The MMT may 
produce similar and reproducible results when compared 
to asimilar (but not identical) test that has established its 
validity. (Table 3) 


e Comparisons of MMT test results with those 
obtained from a dynamometer have been 
sucoessful.(Reese, 2005; Leisman et al, 
1995; Wadsworth et al., 1987; Marino et al., 
1982) However, because dynamometry and 
electromyography measure different aspects 
of muscular activity, there is the possibility of 
obtaining false positive or false negative data. 
(Harms-Ringdahl, 1993) 


e For practitioners with five or more years of 
experience, there is a virtual perfect correlation 
of the results of MMT and those obtained with a 
force transducer andelectrogoniometer. (Caruso 
& Leisman, 2000) 


Table 3 


Characteristics of 9 studies examining the concurrent validity of MMT 


Authors, Subjects Examiners Design Findings and statistics 
date 
Lin etal 18 normal Physical EMG activities ofthe “Statistically, the difference in the mean ofthe EMG 
(2008) subjects. therapy vastus medialis, vastus signal amplitude and median frequency between 
examination lateralis and rectus MMT and Cybex testing were not significant. 
team femoris were recorded Considering cost and time, MMT technique appears 
duringMMT and Cybex tobereliable and highly valuable.” 
testing of the quadriceps 
femoris muscle. 
Bohannon 128 acute Physical Tocompare MMT with MMT and dynamometer scores highly correlated 
(2001) knee therapist hand-helddynamometer (r=0.768; P <0.001). Convergent and construct 
rehabilitation measurements of knee validity of MMT and dynamometry measurements 
patients extension strength demonstrated. 


B+N 58% 
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Table 3 (continued) 


Authors, Subjects Examiners Design 
date 
Carusoand 27volunters 2Examiners Toshow the difference 
Leisman with no between “weak” and 
(2000) knowledge “strong” muscles, using 
about MMT MMT and dynamometer 
or AK testing 
Schwartzet 122 patients Physical Relationship between 
al (1992) with spinal therapists MMT and hand-head 
cord injuries myometrycompared 
at C4-C6 
Hsieh and 15 3 To determine the 
Phillips asymptomatic  Chiropractors concurrent validity of 
(1990) subjects manual dynamometry 
using AK style ofMMT, 
comparing doctor- 
initiated and patient- 
initiated MMT 
Wadsworth 5 muscle Physical To compare the 
etal(1987) groupson1l _ therapist concurrent reliability of 
patients MMT and hand-held 
dynamometer tests 
Bohannon 50 patients Physical Todetermine the 
(1986) therapist relationship between 
MMT word scores and 
dynamometer force 
scores using Kendalltau. 
Marino et 128 patients Physical To compare MMT 
al (1982) therapists findings with hand-held 
dynamometer (HHD) 
findings, with precise 
repetition ofthe MMT 
Triano 10 patients Chiropractor In patients withreactive 
and Davis with “reactive muscle pairs (between 
(1976) muscle” the rhomboid and 
phenomena deltoid muscles), EMG 
described in and MMT findings were 
AK compared. 


Findings and statistics 


Study showed that examiners with over 5 

years experience using AK had reliability and 
reproducibility when their outcomes were compared. 
Perception of “inhibition” or weakness made by 
examiner was corroborated by test pressure analysis 
using the electrogoniometer and force transducer. 


Sequential examinations with MMT and myometry 
were made at 72 hours, 1 week, and 2 weeks post- 
spinal cord injury and at 1,2, 3, 4, 6, 12, 18, and 24 
months post-injury. Results showed that 22 of 24 
correlations between MMT and myometry were 
significant at p values less than .001. 


Intratester reliability coefficients for testers 1, 2, and 
3 were 0.55, 0.75, and 0.76 with doctor-initiated 
method; 0.96, 0.99, and 0.97 when patient-initiated 
MMT method. The intertester reliability coefficients 
were 0.77 and 0.59 on day 1 and 2 respectively for 
doctor-initiated method; and 0.95 and 0.96 for the 
patient-initiated method. 


The correlation coefficients were high and 
significantly different from zero for four muscle 
groups tested dynametrically and for two muscle 
groups tested manually. The test-retest reliability 
coefficients for two muscle groups tested manually 
could not be calculated because the values between 
subjects were identical. Conclusion that both MMT 
and dynamometry are reliable testing methods, given 
the conditions described in this study. 


MMT scores and dynamometer test scores were 
significantly correlated (p less than .001). Percentage 
MMT and dynamometer test scores were significantly 
different (p less than .001). These results suggest 

that the two procedures measure the same variable- 
strength. 


The MMT and HHD values were within 5% of each 
other. The average hip abduction and hip flexion 
scores measured by the HHD were consistent with the 
examiner’s perception of muscle weakness (P less than 
0.001). 


Study demonstrated that the reactive muscle 
phenomenon is, in fact, a physiologic imbalance of 
muscle measurable by EMG and MMT and was not 
a psychologic suggestion or an overpowering of the 
tested arm by brute force. These datashowed that the 
deltoid-rhomboid “reactive muscle” represents areal 


physiologicalphenomenon. 


Machines or hands: 
the choices 


Over the years many force transducers have appeared 
on the market as muscle testing instruments. Claims 
are made to “scientifically” test muscles, to enhance 
examination, and to educate patients. This is an ongoing 
effort begun many years ago. It must be remembered that 
there are many parameters to the manual muscle test as 
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used in applied kinesiology besides force production. Many 
force transducers only measure force; for this reason there 
is limited application in their use. The effort to quantitate 
muscle testing is laudable; however, the most practical 
method ofevaluating themany variablesof muscle function 
remains the manual muscle test by a trained examiner. 
(Kendall et al., 2005; Reese, 2005; Walther, 2000) 

The same variables present in manual muscle testing 
areapplicable to testing withaforcetransducer. Itmakesno 
difference whether the force transducer is solidiymounted 
or hand-held. One method may reduce the influence of one 
variable while it is acoentuated in another. 
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Cybex II instrument at the 
Chiropractic Health Center 


Nearly all of the force transducers on the market fail 
to record speed of force application during the test. A rapid 
application of force compared with slow-building force 
producesdifferent results. (Kroemer & Howard, 1970) The 
time factor has been recognized as important in muscular 
performance from early studies (Ryan & Agnew, 1917) to 
reports in the later literature. (Conable, 2010; Caruso & 
Leisman, 2000; Marino et al., 1982; Nicholas et al., 1978) 


Comparison 


Manual Muscle Test Cybex Muscle Test 


Isometric contraction Consistent external 
against load load 


} 


erden areas No modification 


of force required 


Requires modification 
of force 


Tounderstandthedifferenoebetweentestingwithafixed 
transducer, and hand-held transducers, one must recognize 
the difference in muscle action between types of tests. For 
instance the Cybex II instrument evaluateseither isometric 
or isokinetic (concentric) musdeaction. Theseareboth pure 
motor activity of the muscle; that is, the muscle produces 
power, which doesnotrequiregammaloopfeedback. Manual 
muscle testing is usually designed to evaluate muscle action 
from an isometric contraction, which is overcome by the 
examiner forcing the muscle into ecoentric contraction. In 
a manual muscle test, the examiner evaluates the nervous 
system'sability to adapt the muscle to thechanging pressure 
and timing of the test. When the muscle cannot adapt 
adequately,itisperceivedbytheexaminerandpatientasweak. 
The term “weak muscle” when used in this context should 
be replaced with something connoting muscle dysfunction 
or an inability to adapt. Often when the same muscle test is 
performedslowlysothatthenervoussystem canadapttothe 
testing pressure, the muscle is perceived asstrong. 
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Types of muscle function 
during MMT 


Patient contracts 
against resistance 


\ 


Isometric contraction 


\ 


Examiner overcomes 
isometric contraction 


\ 


Eccentric contraction 


Preventing the patientfrom changing testparameters is 
mandatory. Here, the fixed transducer has an advantageby 
controlling thearc of motion, which at least partly controls 
recruitment of synergistic muscles. Often the subject is 
fixed to the examination table by strapping, which further 
reduces shifts of body position and recruitment during the 
test. 

There have been several applications of force 
transducers mounted toa wallor bench to quantitate the 
force exerted by the individual being tested. Some have 
attempted controlling synergistic muscle recruitment by 
restricting the patient’s movement, (Maffiuletti, 2010; 
Beasley, 1956; Wakim et al., 1950) while others merely 
have the individual standing, sitting, or lying down and 
pushing against the ttransducer. (Jullet al., 2008; Vernon 
et al., 1992) The latter has a major disadvantage in that 
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the individual can change positions during the test, 
which is a natural reaction to recruit more synergistic 
activity. 

Finally, the hand-held transducer has some of the 
advantages of manual muscle testing while causing some 
limitation, and possibly giving false confidenoe of accuracy. 
The trained manual muscle tester obtains as much, if not 
more, information about the test by observing patient 
activity during the testing procedure. Does the patient shift 
the testing position to recruit synergistic muscles? Are the 
parameters of the test changed in other ways, such as by 
taking a deep breath and holding it during the test? Isthere 
a difference in muscle function with a slow, as opposed to 
a rapid test? The examiner must carefully watch for these 
factors plus many more to accurately reproduce the muscle 
test. One often observes many efforts by the patient to 
change the parameters of the test when a muscle cannot 
function adequately. When the cause of muscle dysfunction 
is corrected the patient oeases to modify the test. Itisa 
normal reaction to subconsciously recruit additional 
synergists when the prime mover (the object of the test) is 
dysfunctional. 

Other factors are being learned about the manual 
muscle test. Schmitt (1997) has described a difference in 
doctor-induced or patient-induced manual muscle testing, 
and this method has been investigated electromyographicly 
by Conable. (2010) 


Most hand-held dynamometers reduce the examiner’s 
proprioceptive capability of evaluating parameter changes 
during the muscle test. In addition, the hand-held 
dynamometer is cumbersome in making patient contact 
for the test. If one is not knowledgeable about manual 
muscle testing, the dynamometer readout may give a 
false sense of security regarding the accuracy of the test. 
(Kendall et al., 2005) We have used many types of hand- 
held dynamometers and can makea muscle testread higher 
and lower by discretion, without most observers being able 
to determine the difference in the test parameters. 

Kendall et al (Kendall et al., 2005) state, “As tools, 
our hands are the most sensitive, fine tuned instruments 
available. One hand of the examiner positions and 
stabilizes the part adjacent to the tested part. The other 
hand determines the pain-free range of motion and 
guides the tested part into precise test position, giving the 
appropriate amount of pressure to determine the strength. 
All the while this instrument we call the hand is hooked 
up to the most marvelous computer ever created. It is the 
examiner’s very own personal computer and it can store 
valuable and useful information of the basis of which 
judgments about evaluation and treatment can be made. 
Such information contains objective data that is obtained 
without sacrificing the art and science of MMT to the 
demand for objectivity.” According to Walther, (Walther, 
2000) “Presently the best ‘instrument’ to perform MMT 
is a well-trained examiner, using his perception of time 
and force with knowledge of anatomy and physiology of 
muscle testing.” 

When properly performed, (Schmitt & Cuthbert, 
2008) the MMT is also thought to better isolate a muscle 
compared to a dynamometer, strain-gauge, and other 
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instrumental testing, because the examiner can observe the 
MMT by visual and tactile senses combined, guiding and 
thereby eliminating the recruitment ofsynergistic muscles. 
(Kendall et al., 2005; Daniels & Worthingham 2002; 
Walther 2000) For example a general evaluation of hip or 
ankle abduction strength with a dynamometer may not 
reveal thesame information that MMT does if, for instance, 
the injury is to asingle nerve, an individual muscle, oreven 
a portion of a muscle. Several human muscles, including 
the gluteal and peroneal, upper trapezius and anterior 
scalene, latissimus and middle and lower trapezius muscles 
have broad fan-like attachments dividing the muscle into 
serialsegments, and each section of a dysfunctional muscle 
may be assessed for strength using the MMT with precise 
patient positioning. 

Even in severe myofascial syndromes, only a portion 
of the fibers may be involved, allowing some muscles to 
function very well. (Simons et al., 1999) These may be 
the muscles primarily tested by instruments evaluating the 
gross muscle strength in group muscle tests; yetsignificant 
changes in individual muscles may be present when 
manually tested. 


If these findings are confirmed in more controlled 
clinical trials, then an easy-to-use, inexpensive, and in- 
office clinical tool for the measurement of an important 
component in neuromuscular function would be available 
and buttressed with greater rationale than previously. 

Manual muscle testing done by an experienced 
examiner is a valuable tool in adding to functional 
evaluation. It is NOT a system that can or should be used 
by itself; it must be correlated with other clinical findings. 
Of particular concern is when muscle testing instruments 
are promoted as practice-building tools. When used they 
should be for accumulating clinical data to improve the 
patient's condition. Practice building comes from getting 
the patient well in reduced time and obtaining a higher 
level of health. 

4. Predictive and Trial Validity (Accuracy) of the 
MMT: The predictive validity the MMT has to do with the 
ability of this measurement to forecast subsequent events. 
(Table 4) 

Keating (1992) argues that “Given the chiropractor's 
philosophical orientation to the prevention of illness and 
early detection of disease, predictive validity studiesshould 
beagrowth area in chiropracticscienoe.” The “trial validity” 
of AK approaches (Table 5) has been reported yearly since 
1976 when the ICAK was founded. Trial validity focuses 
on the sensitivity of an observational system (the MMT in 
this case) to detect changes in functional measurements in 
response to interventions. 

Keating also applauds the ICAK in his text by 
observing: 

“Few chiropractic membershiporganizations 

in the US. can claim to have been founded or 

to function primarily for scholarly or scientific 

purposes. (The Association for the History of 

Chiropractic (AHC) and the International College 

of Applied Kinesiology (ICAK) are exemplary of 

these few.)” 
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Cuthbert et 
al. (2011) 


Cuthbert 
& Barras 
(2009) 


Giggey & 
Tepe (2009) 


Cuthbert 
(2008) 


Pollard etal 
(2006) ** 


Table 4 
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Characteristics of 18 studies examining the Clinical Relevance, Predictive Validity and Accuracy of MMT 


Mechanical 
neck pain 
(MNP) 


Develop- 
mental Delay 
Syndromes 
(dyspraxia, 
dyslexia, 
ADHD, 
learning 
disabilities) 


Control 
group and 
treatment 
group; 
subjects 
symptom 
free 


Asthma & 
diaphragm 
muscle 
impairment 


Low back 
pain 


147 patients 
with MNP; 100 
patients without 
MNP 


157 children 
aged 6 to 13 
years (86 boys 
and 71 girls) 


22 participants 
sequentially 
assigned into 
treatment and 
control groups. 


10 patients (7 
male, 3 female, 
between ages of 
3 and 22. 


67 of 100 
patients have 
low back pain 


MMT ofthe deep 

neck flexors, 
sternocleidomastoid, 
upper trapezius, and 
cervical extensor muscles 
bilaterally 


MMT and a series of 8 
psychometric tests given 
to the children by a 
certified speech therapist 
pre- and posttreatment, 
i.e. Complex figure of 
Rey Test; Borel-Maisonny 
Test (Logatomes); Porteus 
Maze Test; Oriented 
Signs Test; Auditory 
Memory Test of Rey; 
Piaget-Head Tests; 
Rhythm Reproduction 
Test of Stamback; and 
Facial Motricity Test of 
Stamback. 


Isometric strength 
measurements ofthe 
cervical extensor muscles 
took place in 2 sessions 
with a day of rest between. 


AKMMT assessmentsand 
visual analogue respiratory 
impairment scales 

(VAS), self- or parent- 
reported improvement in 
exercise-induced asthma 
symptoms, reduction of 
respiratory distress with 
daily activity, reduction in 
the frequency of coughing 
during the day and night, 
and ease of breathing. 


MMT with therapy 
localization to an lleo- 
cecal valve reflex point 


None 


AK spinal 
and cranial 
manipulative 
treatment 


A 2-minute 
standard AK/ 
SOT procedure 
using 
orthopedic 
blocks placed 
under the ilia 
as determined 
byleglength 
assessment. 
AK 
manipulative 


treatment 
methods 


None 


The sensitivity oftheMMTs 
for the MNP patients was 
93.9%; the specificity ofthe 
MMT in patients without MNP 
was 70%. The MMT applied 
across the four muscle groups 
in this investigation appeared 
to discriminate MNP patients 
from non-MNP patients. This 
supported the hypotheses 
that (1) MNP is associated 
with a measurable muscular 
inhibition, and (2) MMT by 
identifying those muscular 
inhibitions could lead to the 
discovery ofa modifiable risk 
factor for MNP. 


The most common feature in 
DDS is motor impairments. 
Psychometric testing 
evaluating cognitive function 
showed good improvements 
after AK treatment in children 
with DDS. 

The suggested link between 
motor impairments and DDS 
described in the literature 

and the muscle inhibitions 
found with manual muscle 
testing (MMT) in this group of 
children was confirmed. 


The treatment group 
demonstrated an average and 
statistically significant increase 
0f 6.35 (8.18) Ib in cervical 
isometric extensor strength 
after sacroiliac joint blocking. 


Each patient able to go off their 
asthma medications after a 
range of 3-6 visits (covering a 
range of 14 days to 5 months 
time) without a return of 

their asthma symptoms. All 
patients remained off their 
medications during follow up 
period ranging from 3 months 
to 4 years. 


Of 67 subjects who reported 
low back pain, 58 (86.6%) 
reported a positive test ofboth 
low back pain and ICV point 
test. Of 33 subjects, 32 (97%) 
with no back pain positively 
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Niemuth et 
al (2005) ** 


Michener et 
al (2005) 


Moncayo et 
al (2004) 


Single leg 
overuse 
injury 


Shoulder 
pain 


Thyroid 
associated 
orbitopathy 
(TAO) 


30 recreational 
injured runners 
(17 female, 13 
male) and 30 
noninjured 
runners (16 
female, 14 
male) served as 
controls. 


40 patients with 
shoulder pain 
and functional 
loss 


32 patients with 
TAO, 23 with a 
long-standing 
disease, and 

9 showing 
discrete initial 
changes 


Muscle strength of the 
6 major muscle groups 
ofthe hip was recorded 
using ahand-held 
dynamometer. 


Hand held dynamometer 
testing performed as 
MMT for the lower 
trapezius, upper trapezius, 
middle trapezius, and 
serratus anterior muscles. 
Concurrently, surface 
electromyography (sEMG) 
data were collected 

for the 4 muscles. The 
same procedures were 
performed 24 to 72 hours 
after the initial testing by 
the same tester. 


Positive TL (patient 
touches area of 
dysfunction and 
weakening occurs 

on MMT) reactions 
were found in the 
submandibular tonsillar 
structures, the tonsilla 
pharyngea, the San Yin 
Jiao point, the lacrimal 
gland, and with the 
functional ocular lock test 
ofAK. 
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None 


None 


AK treatment 
and homeo- 
pathic 
remedies 


reported no response to ICV 
point test. Nine (9) subjects 
(13.4%) reported false negative 
ICV tests and low back pain, 
and 1 subject (3%) reported 
a false positive response for 
ICV test and no low back 
pain. The ileocecal valve test 
as a diagnostic measure of 
low back pain was found to 
have excellent measures of 
sensitivity, specificity and 
diagnostic competency. 


No significant side-to-side 
differences in hip group 
muscle strength were found 

in the noninjured runners 

(P = 0.62-0.93). Among the 
injured runners, theinjured 
side hip abductor (P = 0.0003) 
and flexor muscle groups (P 

= 0.026) were significantly 
weaker than the noninjured 
side. In addition, the injured 
side hip adductor muscle group 
was significantly stronger (P 
= 0.010) than the noninjured 
side. 


Intraclass correlation 
coefficients for intratester 
reliability ofmeasurements 

of isometric force obtained 
using an HHD ranged from .89 
to .96. The standard error of 
the measure (90% confidence 
interval [CI]) ranged from 

1.3 to 2.7 kg; the minimal 
detectable change (90% CI) 
ranged from 1.8 to 3.6 kg. 
Construct validity assessment, 
done by comparing the 
amounts of isometric muscle 
activity (sEMG) for each 
muscle across the 4 muscle 
tests, revealed that the muscle 
activity ofthe upper trapezius 
and lower trapezius muscles 
was highest during their 
respective tests. 


Change of lid swelling, of 
ocular movement discomfort, 
ocular lock, tonsil reactivity 
and Traditional Chinese 
Medicine criteria including 
tenderness of San Yin Jiao 
(SP6) and tongue diagnosis 
were improved. . Clinical trial 
of 3-6 months showed all 
relevant parameters improved. 
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Rainvilleet sciatica 33 patients To test quadriceps None Knee flexed MMT weakness of 
al (2003) with L3 or L4 strength with MMT the quadriceps showed kappa 
radiculopathy; coefficient of (0.66). Patients 
10 patients with radicular pain caused by 
with L5 or Sl L5 or S1 could perform the 
radiculopathy quadriceps test. Weakness of 
quadriceps correlated with L3 
or L4 radiculopathy. 
Hunger- Sacroiliac 14 men with Surfaceelectromyographic None The onset of obliquus internus 
ford etal pain a clinical activity was recorded abdominis, multifidus, and 
(2003) diagnosis from seven trunk and hip gluteus maximus was delayed 
of sacroiliac muscles of thesupporting on the symptomatic side 
joint pain and leg during hip flexion in subjects with sacroiliac 
14 healthy in standing. Onset of joint pain compared with 
age-matched muscle activity relative to control subjects, and the 
control subjects initiation of the task was onset ofbiceps femoris i 
compared between groups electromyographic activity 
and between limbs was earlier. In addition, 
electromyographic onsets 
were different between 
the symptomatic and 
asymptomatic sides in subjects 
with sacroiliac joint pain. 
GreatLakes amyotrophic 63 patientswith Compared test reliability None Reproducibility between MVIC 
ALSStudy lateral ALS of MMT and maximal and MMT was equivalent. 
Group sclerosis voluntary isometric Sensitivity to detect progressive 
(2003) (ALS) contraction (MVIC) weakness and power to detect 
scores amonginstitutions this change, however, favored 
and test validity by MMT. In multicentered trials, 
comparing change over uniformly trained physical 
time between MMT and therapists reproducibly and 
MVIC. accurately measure strength 
byboth MMT and MVIC. 
The authors found MMT to 
be the preferred measure of 
global strength because of 
its better Pearsoncorrelation 
coefficients, essentially 
equivalent reproducibility, and 
more favorable coefficient of 
variation. 
Nadler etal 13 college Of163athletes A dynamometer athletic Logistic regression analysis 
(2001) athleteswith (100 male, incorporated into a trainers for indicated that for female 
low back 63 female), 5 specially designed LBPunrelated _athletes, the percentage 
pain of 63 females anchoring station was to blunt difference between the right 
and 8 of 100 used for testing the hip trauma over and left hip extensors was 
males required extensors and abductors. the ensuing predictive of whether treatment 
treatment for The maximum force year for LBP was required over 
LBP. generated for the hip the ensuing year (P = 0.05). 
abductors and extensors Validity shown that hip muscle 
was used to calculate a imbalance is associated with 
percentage difference LBP occurrence in female 
between the right and athletes. Research supports 
left hip extensors and the need for the assessment 
shductors, and treatment of hip muscle 
imbalance in individuals with 
LBP. 
Montietal None 89 healthy To determine the None Approximately 17% more total 
(1999) collegestudents differences in MMT force over a 59% longer period 


outcomes after exposure 
to congruent and 
incongruent semantic 
stimuli 


JAN 


of time could be endured when 
subjects repeated semantically 

congruent statements (p<.001). 
Over all, significantdifferences 
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Schmitt et 
al (1998) 


Goodheart 
(1990) 


Jacobs et al 
(1984) 


Scoop 
(1979) 


Allergies 


Imbalanced 
weight 
bearing on 
right and left 
feet 


Thyroid 
dysfunction 


Allergy 


17 subjects 


40 patients 


65 patients 


10 subjects 
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To determine whether None 
subjective muscle testing 

employed by Applied 

Kinesiology practitioners, 
prospectively determine 

those individuals with 

specific hyperallergenic 

responses. 


AK examin- 
ation and 
treatment 


40 patients wereevaluated 
for pre- and post- 
treatment weight balance. 


Patients evaluated for AK and labor- 


thyroid dysfunctionby atory examina- 
MMT, and laboratory tion 

testing. 

Subjects with unilateral Nutrition 


weak muscles were 
given either a placebo 
or the nutrient that is 
hypothesized in AK to 
be associated with the 
muscle. Muscle tonewas 
measured by a Jaymar 
dynamometer and with 
AK MMT methods. 


Over all, significant differences 
were found in muscle test 
responses between congruent 
and incongruent semantic 
stimuli. 


Each subject showed muscle- 
weakening (inhibition) 
reactions to oral provocative 
testing of one or two foods 

for a total of 21 positive 

food reactions. Tests for a 
hypersensitivity reaction ofthe 
serum were performed using 
both a radio-allergosorbent 
test (RAST) and immune 
complex test for IgE and IgG 
against all 21 ofthe foods 

that tested positive with A.K. 
muscle screening procedures. 
These serum tests confirmed 
19 ofthe 21 food allergies 
(90.5%) suspected based on the 
applied kinesiology screening 
procedures. 


Of the 40 patients, only one 
had minimal changes in weight 
upon two scales beneath the 
feet when both flexing and 
extending the spine. 


AK ratings correlated with 
laboratory ratings (r,= .32, p 
<.002) and with laboratory 
ratings (r,= .32, p < .005). 
Correlation between clinical 
and laboratory diagnosis was 
.47,p <.000. 3 AK TL points 
had a significant correlation 
with the laboratory diagnosis 
(p< .05). “AKenhanced 

but did not replace clinical/ 
laboratory diagnosis of thyroid 
dysfunction.” 


The increase in muscle tone 
approximately 10 seconds 
after ingestion was 21% for 
the nutrient group and was 

a statistically significant (p 
<.05) increase in comparison 
with the placebo group. In the 
cerebral allergy testing part of 
the study, a 15% decrease in 
muscle tone of the pectoralis 
major clavicular was used 

as the criterion for cerebral 
allergy. The muscle testing 
method was then compared to 
results obtained by a Philpott- 
type fast with progressive 
reintroduction of foods. 
Correlation between foods 
identified as provocative by 
muscle testing and by thefast 
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was .81. Observation of clinical 


results obtained with muscle 
testing suggests the method 
has substantial clinical utility. 
Pearson Product-Moment 
Correlation between testers 
was .91, suggesting that muscle 
testing is reliable between 


testers. 
Carpenter None 80 students The muscleshypothesized None In 80 subjects, a total of 139 
et al (1977) in AK to be associated organs were irritated. In all 
with certain organs cases, the associated muscle 
were tested with an weakened significantly afterthe 
instrument afterirritation irritation. The control muscle 
ofthe related organs. also weakened, but to amuch 
Then a control muscle lesser degree. 
was tested. 4 organ 
muscle associations were 
evaluated: the eye, car, 
stomach, and lung. The 
stomach was irritated by 
placing cold water into it; 
the eye with chlorinated 
water; the ear with sound 
ofa controlled frequency 
and decibel rate; and the 
lung with cigarettesmoke. 
Table 5 - The “Trial Validity” of AK 
Characteristics of 40 case reports of positive experiences for patients (n = 1 - 154) 
assessed and treated with AK MMT methods (RCTs indicated by **) 
Authors, Diagnosis Subject(s) Repeated Treatments Outcomes 
date Observations 
Cuthbert S, Headache and 52 subjects MMT and numeric pain AKspinaland Muscle dysfunctions 
Blum C, cranial with headaches scale of neck and cranial (inhibition) were found to be 
Rosner AL. dysfunctions (48 females, 4 associated head pain associated with HA in these 


males) 


pre- and post-treatment 


patients as follows: 
sternocleidomastoid, 42 
patients; deep neck flexors, 33 
patients; anterior scalenes, 24 
patients; upper trapezius, 24 
patients. Three patients with 
HA had no muscle inhibition. 
Cranial and upper cervical 
articular dysfunctions were 
found in 49 and 52 patients 
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Rosner AL, 
Leisman G, 
Gilchriest J, 
Charles E, 
Keschner 
MG, Minond 
M. 


Jensen AM, 
Stevens RJ, 
Burls AJ. 


Cuthbert S, 
Rosner AL, 


Neck pain 


2 cohorts of 
subjects 
presented 
with semantic 
stimuli 
(spoken lies) 


Adrenal stress 
disorder 


3 clinicians 
with 30 
subjects with 
or without 
neck pain 


Two cohorts: 
48 
practitioners 
and muscle- 
response 
testing (MRT) 
naive patients 
and 20 
practitioners 
and naive and 
not-naive 
subjects. 


110 
participants 


MMT of the middle 


deltoid muscle 


MRT after subjects were 
exposed to lies vs. 


truths. 


Saliva samples were 
collected and screened 


N 


AK guided 
treatments for 
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respectively. In this group of 
52 patients with HA, 49 
patients had cranial 
dysfunctions that when treated 
with applied kinesiology 
improved all or a portion of the 
muscle inhibitions, while the 
initial Numeric Pain Scale of 
Neck and Associated Head 
Pain simultaneously fell from 
an average 0f 6.75 to an 
average of 0.49. Odds ratios 
were calculated to be > 1, 
meaning there was a positive 
correlation between positive 
MMT of these mustcles (as well 
as upper cervical and cranial 
dysfunctions), and headaches 
in this cohort. 


The level of agreement among 
three examiners in the 
presence of TL was excellent, 
yielding a x of 0.94. A chi- 
square analysis demonstrated 
that there was no significant 
difference between the three 
clinicians for strong or weak 
assessment of patient responses 
in the presence of TL across all 
strong and weak muscle 
responses.t Intra-test reliability 
was supported in a separate 
investigation of TL involving 
one examiner, in which 
consistency within three 
separate sessions as shown by 
Chi-Square analyses yielded 
values of 71-86%. 


MRT has repeatedly 
demonstrated significant 
accuracy for distinguishing lies 
from truths, compared to both 
intuition and chance. The 
primary limitation of this study 
is its lack of generalisability to 
other applications of MRT and 
to MMT. 


110 patients in this cohort had 
adrenal-related muscle 
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Chetcuti T, 
Gangemi $. 


Rosner AL, 
Conable KM, 
Edelmann T. 
(2014) * 


Cuthbert 
& Rosner 
(2013) 


(ASD) 


Chronic LBP 


Menopausal 
Symptoms 


(83 female, 17 
male) 


Double-blind, 
placebo- 
controlled 
parallel- 

group study 
with balanced 
randomization 
conducted at 
the 

Logan 
Chiropractic 
College 
research 
facility.2 
groups: 19 with 
chronic LBP 
and orthotics 
and 19 with 


chronic LBP 
and no 
orthotics. 

10 


for cortisol and 


dehydroepiandrosterone 


(DHEA). 


Quadruple Numerical 


Pain Rating 
Scale (NRS), the 
Roland-Morris 


ASD 


AK method of 
assessment for 
spinal 

fixations using 
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inhibitions, with 101 having 
abnormal cortisol and 65 
having abnormal cortisol: 
DHEA ratios. 

This cohort showed a 100% 
correlation ofthe AKMMT 
with the presence of ASD (as 
measured by the Adrenal 
salivary index), confirming the 
hypothesis that neuromuscular 
impairments (associated with 
the adrenal glands in AK) 
could be detected using the 
MMT. 


Both groups improved with 
chiropractic care including 
spinal manipulation; however, 
there were no 


statistical differences shown 


between sham and custom 
orthotic groups. 


Questionnaire (RMS), AK protocols. 

number of spinal 

fixations (FIX), and 

number of muscles 

graded below 5 (weak 

muscles on MMT) at the 

last treatment compared 

with baseline. 
AKMMT examination Spinal 
and symptom reports. manipulation, 
Positive MMT of the nutritional 
muscles associatedwith support as 
the menopause. indicated by 
The MenopauseRating AK exam 


Scale was assessed pre- 
and post-treatment 


The AKMMT 
findings showed 

a strong correlation 
with the salivary 
hormone testing and 
the improvements 

in these patients 
menopausal symptoms 
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Cuthbert 
& Rosner 
(2012) 


Cuthbert 
& Rosner 
(2011) 


Charles 
(2011) 


Cuthbert 
& Rosner 
(2011) 


Cuthbert 
& Rosner 
(2010) 


Urinary 
Incontinence 
(UD), daily 
stress Ul and 
occasional total 
UI, requiring 
sanitary pads 


Insomnia, 
anxiety, 
breathlessness, 
headache 


Parsonage- 
Turner 
Syndrome 


Urinary 
incontinence 
(UT), requiring 
sanitary pads 


Severe daily 
headaches, 


7-years duration 


Al 


64-year-old 
female 


30-year-old male 
with right arm 
paralysis 


13-year-old 
female, following 
emergency 
appendectomy 


surgery 


56-year-old 
female, following 
3 motor vehicle 
accidents 


AKMMT examination 
and symptom reports. 
Positive MMT of the 
pelvic, pelvic floor, and 
lumbar spine muscles 
appcared in every case 
with Ul. 


AK MMT examination, 
visual analog scale, 
symptom reports, 

and Nijmegian 
questionnaire 


AKMMT examination 
and symptom reports 


AK MMT examination 
and symptom reports 


AKMMT examination, 
Visual analog scale, and 
symptom reports 
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Spinal 
manipulation, 
flexion- 
distraction 
treatment, soft 
tissue treatment 
and percussion 
to myofascial 
trigger points — 
each of which 
produced 
inhibition in 
the pelvic floor 
muscles. 


AK spinal, 
cranial and soft 
tissue treatment 
to address 
hyperventilation 
syndrome, 
pineal gland 
cranial faults 


Spinal 
manipulation, 
soft tissue 
treatment to 
myofascial 
trigger points, 
exercises and 
stretches 


Spinal 
manipulation, 
soft tissue 
treatment and 
percussion 

to myofascial 
trigger points - 
each of which 
produced 
inhibition in 
the pelvic floor 
muscles. 


AK-guided 
chiropractic 
manipulative 
therapy 

and cranial 
evaluation and 
treatment 


Lumbo-sacral nerve root 
dysfunction confirmed 

in 13 of these cases with 
pain provocation tests (AK 
sensorimotor challenge); 
in 8 cases this challenge 
was absent. AK treatment 
normalized symptoms in 
10 patients, considerably 
improved 7 cases, and 
slightly improved 4 cases 
from between 2 to 6 years. 


After 1*65-minute 
treatment, patient reported 
her fatigue, brain fog, and 
anxiety were improved. 
Over 10 day period (4 
treatments), patient’s sleep 
difficulties and anxiety 
syndromes were resolved 
and remained so for 3years. 
Nijmegian questionnaire 
for hyperventilation 
syndrome markedly 
improved. 


Improved range of motion 
after first treatment session. 
By the eighth treatment, 
able to fully straighten arm. 
Three years later, patient 
able to mountain climb 
with arm fully functional 
and pain-free. 


Patient experienced a rapid 
resolution of her UI. A six- 
year follow-up confirmed 
complete resolution of 


symptoms. 


8 visits during a 3-week 
period relieved virtually 
all symptomatology with 
the score of 0 on the neck 
and low back pain visual 
analog scales (VAS).The 
patient remained free of 
her original symptoms for 


8 years. 
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Cuthbert Developmental 10-year-old AKMMTexamination, AK-guided Child’s ability to read 
& Rosner delay male, using 4 parental and school chiropractic improved (in 3 weeks, after 
(2010) syndromes, medications fr _symptom reports manipulative 5 treatments), performing 
asthma, and asthma. Poor therapy, at his own grade level. 
chronic neck reader (unable and cranial Remains symptom free for 
and head pain to move easily evaluation and 2 years. 
from one line of treatment 
text to another 
during reading), 
suffered eye 
strain while 
reading, and 
poor memory 
for classroom 
material. 
Masarsky Evaluation 16 subjects, 150f Pre- andpost-treatment 1 session of Pooled data of the two 
& Todres- of divergent whom involved involved MMT and AK spinal reports show a statistically 
Masarsky thinkingaftera increative “alternate uses” and cranial significant (p=0.030189) 
(2011) single thinking assessment tests treatment short-term enhancement of 
chiropractic work), aged 28- (an established outcome creative thinking or energy/ 
intervention 73 yoa; 13 with measure related to focus when involved in 
musculoskeletal divergent thinking). creative work following 
pains; 2 under Subjects interviewed 1 treatment. 
emotional stress (0 9 days aftertreatment 
for changes in creative 
output. 
Masarsky Evaluation 10 established Pre- and post-treatment 1 session of 6 ofthe 10 subjects 
& Todres- of divergent patients, 9 of involved MMT and AK spinal experienced a post- 
Masarsky thinking whom involved “alternate uses” and cranial adjustment improvement 
(2010) after a single in creative assessment tests (an treatment in their performance on 
chiropractic thinking established outcome Beallernatäsusestzst: 
intervention work; 3 under measure related to Interview responses 
stress; 7 with divergent thinking). Br ENTE 
ee : indicated new directions in 
musculoskeletal Subjects interviewed 2 : 
pains to 8 days aftertreatment a real-world ae task 
for changes in creative for 7 ofthe subjects, and 
output. renewed energy towards 
a creative project already 
planned for 6 subjects. 
None of the subjects gave 
any indication on interview 
that their creativity had 
suffered in any way. 
“Taken as a whole, the 
results suggest short-term 
enhancement of creative 
thinking following a 
chiropractic adjustment.” 
Cuthbert Sciatic 78-yearoldmale AKMMTexamination AK spinaland Patient was symptom free 
& Rosner neuralgia, and symptom reports nutritional within 3 weeks, with no 
(2010) plantar fasciitis, treatment recurrence of symptoms 


and restless leg 
syndrome 


reported after 7 years. 
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Cuthbert 
& Rosner 
(2010) 


Cuthbert 
& Barras 
(2009) 


Moncayo & 
Moncayo 
(2009) 


Garten 
(2008) 


Cuthbert 
(2008) 


Recurrent, 
monthly ear 
infections since 
the 4-months 
of age with 
severe postural 
imbalance and 
candidiasis 


Developmental 
Delay 
Syndromes 
(dyspraxia, 
dyslexia, 
ADHD, learning 
disabilities) 


6 volunteers 
with normal 
muscle function 


Cervical 
dystonia 
(spasmodic 
torticollis) 


Asthma & 
diaphragm 
muscle 
impairment 


6-year old 
female who 
had undergone 
antibiotic 
treatment 25 
times 


157 children 
aged 6 to 13 
years (86 boys 
and 71 girls) 


4 medical 
students and 2 
medical doctors 


10 patients (7 
male, 3 female, 
between ages of 
3 and 22. 


AK MMT examination 
and symptom reports 


MMT and a series of 
8 psychometric tests 
given to the children 
bya certified speech 
therapist pre- and 
posttreatment, i.e. 
Complex figure ofRey 
Test; Borel-Maisonny 
Test (Logatomes); 
Porteus Maze Test; 
Oriented Signs Test; 
Auditory Memory 
Test of Rey; Piaget- 
Head Tests; Rhythm 
Reproduction Test of 
Stamback; and Facial 
Motricity Test of 
Stamback. 


MMT and sEMG 
assessment of the rectus 
femoris muscle 


AKMMT assessments 
and visual analogue 
respiratory impairment 
scales (VAS), self- or 
parent-reported 
improvement in 
exercise-induced 
asthma symptoms, 
reduction of respiratory 
distress with daily 
activity, reduction 

in the frequency of 
coughing during the day 
and night, and ease of 
breathing. 
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AK spinal, 
cranial, and 
nutritional 
treatment 


AK spinal 
and cranial 
manipulative 
treatment 


Stimulation 
ofsedation 
point (followed 
bysEMG 
measurement 
ofthe muscle), 
and stimulation 
of tonification 
point (followed 
bysEMG 
measurement 
ofthe muscle), 
for stomach 
meridian/rectus 
femoris muscle 


AK 
manipulative 
treatment 
methods 


Child has been symptom- 
free for 3 years since her 
first 4 AK treatments over a 
3-month period. 


The most common 

feature in DDS is motor 
impairments. Psychometric 
testing evaluating cognitive 
function showed good 
improvements after AK 
treatment in children with 
DDS. 

The suggested link between 
motor impairments and 
DDS described in the 
literature and the muscle 
inhibitions found with 
manual muscle testing 
(MMT) in this group of 
children was confirmed. 


Stimulation of sedation 
point for rectus femoris 
muscle produced a 
decrease in sEMG 
amplitude; stimulation 

of tonification point for 
rectus femoris muscle 
produced an increase in 
sEMG amplitude. From the 
conclusion: “We have been 
able to demonstrate one 

of the working principles 
of Applied Kinesiology in 
relation to tonification or 
sedation through the use 
of specific acupuncture 
points.” 


Article in German. 
Successful AK treatment of 
this condition. 


Each patient able to go off 
their asthma medications 
after a range of 3-6 visits 
(covering a range of 14 
days to 5 months time) 
without a return of their 
asthma symptoms. All 
patients remained off their 
medications during follow 
up period ranging from 3 
months to 4 years. 


JAN 
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Cuthbert Downsyndrome 12 children (11 Cranial palpation and Cranial, spinal,  Correction of primary 
(2007) boys, 1 girl),ages “surrogate” manual nutritional,and complaints in these 

11 months to muscle testing meridian AK children, including: 

10.5 years. treatments. vomiting or spitting up after 
feeding, gastrointestinal 
difficulties, asymmetrical 
motion ofarms or legs; 
mixed dominanc; spells 
of ceaseless crying, lack of 
sequence or missing stages 
in motor developmen; 
dysfunctions with visual 
and auditory skills;frequent 
ear infections and sinusitis. 

Pauli (2007) Learning Various The retrievedliterature None 8 studies met criteria. 4 
(Literature disabilities and databases was selected or studies belonged to the 
review) dyslexia were searched rejected according lowest class of evidence, 

(Mantis, ICL, to inclusion and for a total of 25 anecdotal 

CRAG, and The exclusion criteria and reports. The remaining 4 

Proceedings of subsequently classified were before/after studies. 

the International according to level of All studies reviewed 

College of evidence and critically suggested a positive effect 

Applied reviewed on predefined of chiropractic care in 

Kinesiology) for _ methodologic criteria. individuals suffering from 

the index terms: learning disabilities and 

“dyslexia”, dyslexia. However, due to 

“learning”, methodological weaknesses 

“learning no definitive conclusions 

disabilities”, can be made and studies 

learning are considered preliminary. 
disorders”, Within those limitations, 
une R there exists a potential role 
kinesiology”, rchi ; ; 

« i or chiropractic care in 
and “neurologic E : : En 
disorganization”. improving various cognitive 

modalities known to be 
essential in learning. 
Cuthbert Motionsickness 1:66 yoafemale Proprioceptive testing Spinal and 1: Able to drive car and 
(2006) disorder (Freeman-Wyke and cranial ride in a boat and airplane 
2:45 yoafemale Hautant’s tests), AK chiropractic symptom free after 4 visits. 
MMT and palpation manipulative 2: Able to drive car 

3:9 yoa female therapy (CMT) _symptom free after 6 visits. 
3: Able to drive in car 
symptom free after 4visits 

Cuthbertet  optic nerve 1:20yoafemale AK MMT to diagnose Cranial and Patient had lost her vision 
al (2005) neuritis vertebral subluxations spinal CMT in the right eye 3 weeks 
exacerbated and cranial lesions; previous to treatment. After 
by aan Arnold- ocular muscle testing, 1 visit, patient could see 
Chiari TM] testing 20-30 on Snellen eye chart. 
malformation Visual acuity 20-13 after 3" 
(IypeD) ofthe visit and asymptomatic 3 
cerebellum years later. 
Meldener Post-surgical 1:75 yoa male AKMMT to diagnose AKandCMT No hip dislocation since 
(2005) hip dislocation muscular weakness therapy, vertical dimension was 
around hip and focusingon the increased with new upper 
throughout the body connection of dentures on doctor’s 
the TMJ and recommendation. 
occlusion to 
instability ofthe 
hip 
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Chung etal 
(2005) 


Caso (2004) 


Moncayo et 
al (2004) 


Cuthbert 
(2003) 


Maykel 
(2003) 


Weiss 
(2003) 


Sprieser 
(2002) 


Leaf (2002) 


Dental 
occlusion 
position 
problems 


congenital 
bowel 
abnormality 
related to low 
back pain. 


Thyroid 
associated 
orbitopathy 
(TAO) 


Down syndrome 


Blocked naso- 
lacrimal canal 


Menstrual 
difficultyand 
exhaustion 


Episodic 
paroxysmal 
vertigo 


Severe 
equilibrium 
problems 


7: male 
3: female 


1:29 yoa male 


32 patients with 
TAO, 23 with a 
long-standing 
disease, and 9 
showing discrete 
initial changes 


15 children 


1: 14-month 
male 


1: 39 yoa female 


1: 17 yoa female 


1: 48 yoa female 


AKMMT during 
application ofanoral 
dental appliance 


AKMMT to diagnose 
large bowel dysfunction 


Positive TL (patient 
touches area of 
dysfunction and 
weakening occurs 

on MMT) reactions 
were found in the 
submandibular tonsillar 
structures, the tonsilla 
pharyngea, the San Yin 
Jiao point, the lacrimal 
gland, and with the 
ocular lock test of AK. 


Informal report by 
the parents ofchild’s 
function and health 
status. 


AKMMT and informal 
report of child’s 
function and health 
status by the parents. 


AKMMT and patient 
report of condition 


AKMMT and patient 
report ofhercondition 


AKMMT and patient 
report of condition 
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None 


CMT and 
stimulation 

of Chapman’s 
reflex pointsby 
the doctor and 
the patient at 
home 


AK treatment 
and homeo- 
pathic remedies 


CMT to the 
spine and 
cranium, with 
nutritional 
support as 
needed. 


CMT to the 
spine and 
cranium 


Nutritional 
counseling 
and CMT to 
the spine and 
cranium 


CMT to the 
spine and 
cranium as well 
as AK/meridian 
therapy 
techniques 


Cervical 
traction of 6 
pounds while 
patient walked 
for 15 minutes 


AKMMT reliable and 
repeatable on different 
days. MMT useful to locate 
the kinesiologic occlusal 
position for the fabrication 
ofan oral appliance totreat 
TM] disorders. 


Resolution of the patient’s 
low back pain as well as 
improved bowel function. 


Change oflid swelling, 

of ocular movement 
discomfort, ocular lock, 
tonsil reactivity and 
Traditional Chinese 
Medicine criteria including 
tenderness of San Yin Jiao 
(SP6) and tongue diagnosis 
were improved. . Clinical 
trial of 3-6 months showed 
all relevant parameters 
improved. 


Improved fine motor 
skills; use of the handsand 
fingers; ability to crawl 
bilaterally with arms and 
legs; ability to stand and 
walk; decrease in tongue 
thrusting; problems with 
ears and sinuses were all 
improved in function as 
noted by parents, teachers, 
and doctor. 


Child treated 5 times 
over a 6-week period 
with resolution of his eye 
problem. 


Treatment to the 
sacrococcygeal arca 

with cranial correction 
and nutritional support 
improved her energy level 
and cycling performance. 


After 4 treatments and 3 
other treatments by a Qi- 
Gong master the patient 
remained free ofany 
vertigo at 3 year follow up. 


After cervical traction- 
distraction patient was 

able to stand with her feet 
together with no body sway 
and displayed no signs of 
nystagmus. 
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Gregory et women with 88: females, Tenderness of Reflex Immediately after treatment 
al (2001) moderate to predominantly neurolymphaticreflexes stimulation of there was considerable 
severe breast premenopausal, for the large intestine neurolymphatic reduction in breast pain 
pain with cyclical reflex pointsby in 60% of patients with 
and non-cyclical the doctor and complete resolution in 
breast pain the patient at 18%. 2 months after initial 
home treatment, there was a 
reduction in severity, 
duration and frequency of 
pain of 50% or more in 60% 
of cases (P<0.01). 
Cuthbert Bell’s Palsy 1: female AKMMT to diagnose CMT to the Complete resolution of 
(2001) cranial, cervical, spine, TMJ,and _facial nerve palsy after 6 
TM]J, and muscular cranium visits over 14 days. 
imbalances 
Calhoon Multiple 1:43yoafemale AK MMT and patient CMT to the 26 months after initial visit 
(2001) sclerosis report of condition spine, TM]J, patient had regained her 
and cranium ability to write and could 
and nutritional shower without assistance 
support for the first time in 2 years. 
Mathews et Learning 10 children AKMMT examination AK treatment Educational psychologist’s 
al (1999) ** disabilities compared with and sensory challenges; testing demonstrated 
a control group the children were children treated with AK 
of 10 children tested before and had an improvement in 
matched forage, after treatment by their learning abilities 
IQ and social an Educational during the course of9 to 12 
background that Psychologist using treatment sessions during a 
had notreceived standardized tests of period of 6-12 months. 
any treatment intelligence to monitor 
over a similar changes in their 
period. learning skills. 
Masarskyet Somatic 6: males and AK MMT examination AK treatment All patients reported 
al(1991) dyspnea females methods; forced vital including improvement in their 
capacity (FVC) and neurolymphatic  breathing difficulty. 4 of 
forced expiratory and the 6 patients also had 
volume in one second neurovascular improved FCV and FEV-1 
(FEV-1) measurements reflexes were between 0.1 and 0.8 liters. 
pre- andpost-treatment employed for 
(post-treatment the diaphragm 
measurements taken 3 muscle; 
days later to 1 month evaluation of 
later). the meridian 
system; cranial 
manipulation 
(AK methods); 
and treatment 
for inhibited 
muscles 
involved in 
respiration. 
Goodheart Imbalanced 40 patients 40 patients were AKexamination Ofthe 40 patients, only 
(1990) weight bearing evaluated for pre- and and treatment one had minimal changes 
on right andleft post-treatment weight in weight upon two scales 
feet balance. beneath the feet when both 


flexing and extending the 
spine. 


MD. 


Masarskyet Chronic 1: male AKMMT examination 
al (1988) obstructive methods; forced vital 
pulmonary capacity (FVC) and 
disease forced expiratory 
volume in one second 
(FEV-1) measurements 
pre- andpost-treatment, 
covering an 8-month 
period. 
Jacobs et al Thyroid 65: males and Patients evaluatedfor 
(1984) dysfunction females thyroid dysfunction 
by AK andlaboratory 
testing 
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AK examination 
and treatment 


Improvements were 
noted in forced vital 
capacity, forced expiratory 
volume in one second, 
coughing, fatigue, and 
ease of breathing (sign 
significant at 0.005 level). 
Improvement was also 
noted in laryngospasm. 


None AK ratings correlated 

with laboratory ratings (r, 
= .32,p <.002) and with 
laboratory ratings (r,= 

‚32, p < .005). Correlation 
between clinical and 
laboratory diagnosis 

was .47,p <..000.3 AK 
therapy localizations had a 
significant correlationwith 
the laboratory diagnosis (p 
< .05). AK enhanced but 
did not replace clinical/ 
laboratory diagnosis of 
thyroid dysfunction. 
Evidence indicated a 
significant correlation 
between certain AK tests 
and an elevated LDH in the 


serum. 


The manual muscle test is an individual, real-time, and dynamic process that holds its own unique value. Othermore 
“high tech” methods of assessment bring with them their own flaws. Gracovetsky (1989) points out that X-ray and other 
imaging techniques cannot distinguish between the spine of a living patient and a cadaver! His point being that they 
provide information about structure and only loose assumptions about consequent function based on that structure. The 
MMT (combined with the AK sensorimotor challenge and therapy localization procedures) connects function to structure 


immediately and convincingly for the clinician and patient. 
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“My mind often tells me to ask the right person - the patient.” 


“With Applied Kinesiology you have an 
intimate conversation with the patient.” 


- George J. Goodheart, Jr. 
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CHAPTER FIVE 
Neurologic Examination 


eurologic examination, in both 
N allopathy and natural health care, 
has been directed primarily toward determining 
if there are pathological processes in the nervous 
system and, if so, the location and cause. 
Observation is for conditions such as tumors, 
neurologic degeneration, or a gross nerve impingement 
such as in radiculopathy. (Russell, 2006) Examination tools 
include standard neurologic reflex testing, blood and other 
laboratory tests, imaging techniques such as computed 
tomography and magnetic resonance imaging, and electrical 
tests such as electroencephalograph, electromyography, or 
somatosensory-evoked potential. The typical neurological 
examination looks for traditional structural pathology. The 
routine examination should consider this type of dysfunction 
and include screening tests for it. The more exotic neurologic 


tests are reserved for those patients who show positive findings _ g] _ 


N) 


in the initial screening tests. 

Often missing are answers for patients 
who have complaints, yet initial neurologic 
examination and thousands of dollars of exotic 
tests produoe negative findings. 


Dis-ease versus Disease 


Signaling within the nervous system can go awry 
without pathology being present. It is often unrecognized, 
and when standard diagnostic methods fail to find a problem 
the patient is labeled as neurotic, with the symptoms being 
psychosomatic. This type of functional disorder is the subject 
ofatextby Whatmoreand Kohli. (Whatmore & Kohli, 1974) 
They term the disturbed signaling “dysponess.” The term 
first appeared in Dorland's Illustrated Medical Dictionary, 
25th edition, (Dorland, 1974) in 1974 — the same year that 


Whatmore and Kohli’s book was published. Dysponesis is 
defined as “a reversible physiopathologic state consisting 
of unnoticed, misdirected neurophysiologic reactions to 
various agents (environmental events, bodily sensations, 
emotions and thoughts) and the repercussions of these 
reactions throughout the organism. These errors inenergy 
expenditure, which are capable of producing functional 
disorders, consistmainlyofcoverterrorsinaction-potential 
outputfromthemotorandpre-motorareasofthecortexand 
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the consequences of that output.” The term is derived from 
“dys,”a Greek combining form signifying difficult, painful, 
bad, disordered or abnormal, and “ponesis,” indicating toil 
or exertion. As we investigate the causes of dysponesis, we 
can readily see how this term meaning bad toil, bad effort, 
or bad exertion issoapplicable. As the dictionary definition 
indicates, the clinical manifestations can be in almost any 
neurophysiologic reaction demonstrated by the threesides 
of the triad of health — structural, chemical, and mental. 
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Walker et al (2006) say that “Modern medicine 
is based on pathological diagnosis. But many patients 
present with symptoms that lack identifiable pathology... 
the problem of medically unexplained symptoms is a big 
one.” When up to 52% of patients present with symptoms 
that are “unexplained”, a far broader array of diagnosesand 
symptoms must be offered. (Nimnuan et al., 2001) 

McPartland, Brodeur and Hallgren (1997) summarize 
that reduced proprioceptive input from inhibited or 
atrophied muscles results in chronic pain and poor 
postural stability because of a lack of proprioceptive 
inhibition of nociceptors at the dorsal horn in the spinal 
cord. It is the authors’ contention that clinically, for 
neuromusculoskeletal conditions at least, inhibitions of 
muscle function during the MMT can be a vital sign — 
an indicator of the numerous underlying factors making 
up the constellation of dysfunctions contributing to 
patients’ dis-esse and/or disease — and useful in making 
a more definitive diagnosis for a broader range of patient 
disorders. Rome & McKibben (2011) observe that the ICD- 
9 (International Classification of Diseases, from the World 
Health Organization) expanded from 14,315 to 69,101 in 
the ICD-10, being an indication that the identification of 
symptoms and ‘functional disorders’ is broadening. 

The AKexaminationsystem hassignificantlyaddressed 
the problem ofnot havingprovideda meaningful functional 
neurologicalassessment ofthemotorsystemby tsinclusion 
of not only the nervous system, but also the vascular and 


Iymphatic systems, nutrition, acupuncture, oerebrospinal 
fluid function and many other controlling or disturbing 
factors that influence health and neuromusculoskeletal 
function. 

Each of these areas of human function have been 
shown to affect the muscular system, and AK and allied 
healthsystems’researchevidenceinthis regard isconstantly 
growing. (ICAK, 2012; Schmitt & Yanuck, 1999) In 
broader terms, applied kinesiology testing shows that 
nutritional, (Schmitt & Leisman, 1998) hormonal, (Selye, 
1956) and emotional (Latey, 1996) elements influence 
neural function as reflected by the manual muscle test. 


Sensorimotor receptors 


Nerve receptors are classified in many ways. 
Exteroreoeptors are those spread throughout the bodythat 
principally provide conscious sensation. Proprioceptors 
regulate motor function and position sense and are 
found in the skin, muscles, tendons, ligaments and joints. 
Introceptors or visceroceptors are autonomic nervous 
system receptors that serve both conscious sensation and 
regulatory function. Many afferent fibers are not exclusive 
to conscious sensation or to regulation but may transmit 
both types of information. 

Another classification is directed toward the type 
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of stimulation needed to evoke a response. This includes 
mechanoreceptors, thermoreceptors, nociceptors, 


chemoreceptors, and electromagnetic receptors. Acuteand 
sometimes chronic pain can be understood in a Cartesian 
manner, meaning that the receptor receives an injurious 
input (mechanical, chemical, emotional, thermal) and a 
message is sent to the brain which receives it and responds. 
(Descartes, 1664) 


Early model (Descartes’) 
of the sensorimotor receptor driven CNS 


Afferent Efferent 


BC = Brain cell; TC - Tissue cell 
Afferent and efferent sensorimotor interactions 
The “safety-pin cycle” of the Palmers (1914) 


JAN 


Neuroloaic 


In the context of the applied kinesiology functional 
neurologic examination, we can add mental receptors. It is 
now understood that patients with musculoskeletal injury 
will be reluctant to fully activate their muscles because of 
fear of pain, and that for patients who areconscious of their 
injury there is a localized muscle weakness and inability to 
successfully execute desired movements. (Jull et al., 2008; 


Verbunt et al., 2003; Rainville et al., 1992) 
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The majority of dysponesis begins with the improper 
stimulation of sensory receptors. When noxious stimuli 
are applied to almostany of thedifferent types of receptors, 
disturbed body function can be demonstrated by applied 
kinesiology techniques. It has also been shown that even 
tactile impoverishment — not pain -- and sensorimotor 
restriction of an animal’s paw causes deterioration in the 
cortical sensory map representing that area. (Coq &Xerri, 
1999) Commonly, the observation of dysfunction observed 
in AK is a result of the body processing afferent signals 
arising from improper stimulation to mechanoreceptors. 
The mechanoreceptors reside throughout the body in 
such structures as joints, muscles, skin, and viscera. Much 
of the pain relief obtained by the various professions that 
use manipulation or other physical methods is the result 
of affecting the mechanoreoeptors. Wyke states that types 
and II mechanoreceptors “...must be of particular interest 
to manipulative therapists, who are the professional 
stimulators (inter alia) of tissue mechanoreoeptors.” (Wyke, 
1972) 

Type IV nociceptors are located in a high percentage 
of the body's tissues. The nociceptors located in the joints, 
ligaments, and muscles are important in the context of this 
text on lower body dysfunctions. The Type IV nociceptive 
receptors projectto thealpha motor neurons ofthe muscles 
related to the joint in which the afferent receptors reside, 
causing abnormal reflex activity in these muscles when the 
joint nociceptive system is irritated. They are stimulated 
by mechanical or chemical means and produce pain if the 
impulsesaretransmittedtothelimbicregionsofthecerebral 
cortex. Chronic joint or muscle strain is acommon cause 
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of orthopedically-produced pain. For instance, portions 
of the multifidus muscle will show signs of unilateral 
wasting in association with asingle dysfunctionalvertebral 
segment. (Hides et al., 1994) In patients with chronic low 
back pain, type | (postural) multifidus muscle fibers may 
hypertrophy on the symptomatic side, while type Il 
(phasic) multifidus muscle fibers may atrophy bilaterally. 
(Stokes et al., 1992) Noting the local and global effect 
of muscle weakness, Barker et al. (Barker et al., 2004) 
demonstrate the coexistenoe of atrophy in the multifidus 
and psoas muscles. 

It should be pointed out that the force necessary to 
move the vertebral column comes primarily from the 
large, extrinsic muscles that areevaluated with the manual 
muscle test in AK. For example in the lumbar region, 
the fascicles of the multifidus muscle group could not be 
the prime movers, but serve as maintainers of position, 
normal or abnormal, in which the prime movers place the 
vertebrae. (Issacson, 1980) From a biomechanical point of 
view, the moresuperficial musclesaresuited architecturally 
to control of spinal orientation and posture, but they have 
a large potential to create compression and stability with 
movement. The distance of these muscles to the center of 
rotation means that they have an effective moment arm to 
produce both torque movement and compression in the 
individual and regional vertebrae. The activity of the large 
superficial muscles results in global trunk stabilizationand 
compression forces and contributes to segmental stability. 
In this manner, it appears that the local and global muscles 
of the trunk combine to exert compressing loading on 
the spine, thereby enhancing its stiffness and functional 
stability. Improvingstructural balance to disturbedarticular 
segments using adjustments/manipulative corrections is 
one method by which applied kinesiologists eliminate pain 
patterns (nociceptive and proprioceptive disturbances) in 
their patients. 
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Wyke attributes considerable pain relief to the 
suppressive effect exerted by stimulation of the articular 
mechanoreceptors by joint manipulation. (Wyke, 1972) 
Thisoccursby way ofstimulation to inhibitory interneurons 
that produce presynaptic inhibition of nociceptive afferent 
activity. Activity in afferent fibers inhibits the responses of 
nociceptive dorsal horn neurons to painful stimuli. (Wall 
& Cronly-Dillon, 1960) This type of inhibition is called 
afferent or segmental, distinguishing it from desoending 
inhibition. An example of this is in soccer players, for 
instance, who receive a painful blow to the shin, will 
automatically begin rubbing the skin around the painful 
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area inducing afferent inhibition. 

The applied kinesiology testing of nutrition, allergens, 
and noxioussubstances demonstratesthestimulation ofthe 
chemoreceptors.Reviewoftheliteraturehasfoundevidence 
that immediate physiologic changes take place from certain 
types of gustatory receptor stimulation. (ICAK, 2012; 
Chambers et al., 2009; Guyton & Hall, 2005; Schmitt 
& Yanuck, 1999; Schmitt & Leisman, 1998; Goodheart, 
1968) This helps understand the clinical observations of 
this type of applied kinesiology sensorimotor (challenge) 
testing. 

Physiology texts present limited reference to 
stimulation of electromagnetic receptors, limited to such 
things as the rods and cones of the eyes. A broader 
concept of electromagnetic function is presented in applied 
kinesiology. Various forms of stimulatingsspecific points on 
the meridian system indicate itselectromagnetic character. 
(Moncayo & Moncayo, 2009; Costa & de Araujo, 2008) The 
stimulation can be done by electrical or magnetic means. 
Also demonstrated in applied kinesiology is the “antenna 
effect” of an acu-point. In addition, acu-points can be 
stimulated mechanically. (Walther, 2000; Goodheart, 
1976) 


Mental receptors 


The one type of nerve receptor that is only minimally, 
if at all, examined by applied kinesiology techniques is 
the thermoreceptor, but an additional factor is added to 
the conventional list of nerve receptors, i.e., the mental 
receptor. The ability to improve mental health problems 
with applied kinesiology techniques is now beginning to 
emerge, with muchcredit goesto the innovative techniques 
ofthechiropractors Goodheart and Walker, the psychiatrist 
John Diamond, and psychologist Roger Callahan, among 
many others. (Diamond, 2012; Thought Field Therapy, 
2012; Neuro Emotional Technique, 2012, 1996) 

Relatively early in the development of applied 
kinesiology, it was observed that a previousiy strong 
muscle would weaken when a patient started talkingabout 
something that was mentally stressful to him. The muscle 
that seems most affected in this way is the pectoralis major 
(clavicular division). David S. Walther, D.C. (personal 
communication) designed a method to test his ability 
to determine a persons stressful state by muscle testing. 
Walther hypothesized that when a person did not tell the 
truth, itshould be stressful on thesame basis asstress tested 
by a polygraph done for lie detection. Several questions 
were developed that a patient would readily know the 
answers to but DSW would not, such as “Do you have a 
pet dog?” This experiment was applied to the regular 
patient population visiting the Chiropractic Health Center 
in Pueblo, Colorado. Prior to DSW seeing a patient on a 
regular office visit, his support person would explain to 
him that DSW was conducting an experiment that had no 
bearing on his health care and would not be harmful to 
him, and asked if he would cooperate; 100% agreed to do 
so. The plan was to determine if, by manual muscle testing, 
one could predict a correct statement. Before DSW saw 
the patient, he was asked three questions, and the answers 
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were recorded on a numbered form. The support person 
kept the answers, and DSW wasgiven a paper identified by 
thesame number to record his interpretation of thecorrect 
answers to the questions. First DSW tested the pectoralis 
major (clavicular division) muscle; if it was strong in the 
clear, he proceeded with the experiment. If the muscle was 
weak in the clear, DSW would use standard applied 
kinesiology techniques to strengthen it. The patient was 
then requested to make a positive statement that related 
to the previousiy asked questions, such as “| do have a 
pet dog at home,” and the muscle was tested again. When 
the patient made the statements, DSW avoided looking 
at him so he would not develop any impression about the 
accuracy of the statement by facial or eye movement. DSW 
further avoided eye contact with the patient while testing 
the muscle. If it remained strong, DSW interpreted that the 
patient was telling the truth. If it weakened, he interpreted 
that the patient did not haveapet dogat home. The patient 
was then requested to makea negative statement, “| do not 
have a pet dog at home,” and the muscle testing procedure 
was repeated. It was assumed that the patients muscle 
should weaken on one statement and remain strong with 
the opposite one. After the procedure was performed on n 
= 30 patients, makinga total of n = 90 tests, DSW’s answers 
were compared with the information the support person 
had obtained prior to his testing the patient. 

The results showed that DSW predicted the proper 
answer for 92% of the questions. DSW was unable tomake 
adecision in about 2% of the questions because the patient's 
muscle either weakened on both the positive and negative 
statements or remained strong for both statements. DSW 
was incorrect in predicting the proper answer for 6% ofthe 
questions. This same evaluation has been done by other 
applied kinesiologists, with varying results. (ICAK, 2012) 
When there is a lower percentage of accuracy, it appears 
to relate with the physician's technical and artful ability to 
do accurate muscle testing. Of course, this is not a valid 
method to use asa lie detector. Many factors could skew the 
results. In this case the questions asked and the outcome of 
the results was of no real significance to the subjects being 
tested. It seems probable that this same type of testing 
would be found invalid on scientific investigation. 
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Monti et al (1999) have shown that if the emotional 
stress is strong enough, almost any muscle in the body 
will show the change. A review of the published outcomes 
research in this area offered by Walker, Callahan and 
Mollon elaborates on these ideas significantly. (Thought 
Field Therapy, 2012; Mollon, 2008; Neuro Emotional 
Technique, 2012) 

Gifford’s Mature Organism Model (Jones et al., 2002) 
also demonstrates the importance of a multifactorial 
understanding of health, showing that physical, 
environmental, and emotional aspects inter-relate. 
Critically, a method of assessment for these interweaving 
factors is vital. 

Barlow (1959) also links emotions to muscle function 
strongly. 


“Muscle is not only the vehicle of speech and 
expressive gesture, but has at least a finger in a 
number of other emotional pies — for example, 
breathing regulation, control of excretion, sexual 
functioning and, above all, an influence on the 
body schema through proprioception. Not only 
areemotionalattitudes, say,offearandaggression, 
mirrored immediately in the muscle, but alsosuch 
moods as depression, excitement and evasion 
have their characteristic muscular patterns and 
postures.” 


 Afferent and Efferent 


Systems 


The function of sensory receptors can be considered 
as providing conscious sensation or informing the central 
nervous system (CNS) about the state of the body’s internal 
affairs. In the latter case, the CNS makes the proper 
modifications or corrections to ensure maintenance of 
homeostasis. In the autonomic nervous system, this may 
be for the regulation of blood pressure, digestion, or 
production of white blood oells; often thechanges neosssary 
are for meeting the demands of various types ofstress. 

The internal regulation of the motor system without 
conscious sensation is justas important.as in the vegetative 
system. If the afferent nerve supply provides improper 
information to the CNS, the regulatory efforts from the 
efferent system will not be in keeping with the body’s needs. 
The founder of the chiropractic profession, D.D. Palmer, 
described this kind of dysponesis or subluxation within the 
CNS as “Function out of time with need, either too much 
or not enough.” (Palmer, 1914) Structural stressproducing 
pain patterns may be the most obvious problem on initial 
examination, but it may be less important than the effect 
on the total nervous system. In chiropractic, osteopathic, 
and naturopathic professions, the vertebral subluxation 
complex is called by differing names, but it is thought to 
interfere with proper nerve supply to organs, glands, and 
structures. (Chaitow, 2008; Leach, 2004; Redwood & 
Cleveland, 2003; Kuchera & Kuchera, 1994) 

Regarding the vertebral subluxation, inadequate 
attention is often given to the afferent system. (Seaman 
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& Winterstein, 1998) The structural stress resulting from 
dysponesis due to improper remote afferent stimulation 
is often the cause of recurring vertebral subluxations. The 
initial problem could be improper afferent stimulation 
from the foot, causing spinal imbalance. When a spinal 
subluxation is thus secondary, its correction will be short- 
lived if the cause of the primary structural stress is not 
removed. The challenge for theclinician using the standard 
manual methods of diagnosis such as palpation and 
physical signs that have served us well in the past should 
now besupplemented by the methods developed in applied 
kinesiology, namely tne manual muscle test, followed 
by sensorimotor challenge and therapy localization. The 
avallabilityof MRI, CTscansorultrasound, EMGand Cybex 
dynamometers are not available to the average clinician or 
to the average patient's financial abilities, either. Clinical 
decision making should be based on accurate information. 
Thesuperior reliability ofthe manual muscle testcompared 
to palpation suggests that the manual muscle test is a useful 
and valid tool thatshould be added to palpation findings in 
the search for what is going wrong with patients. Palpation 
is an additional tool that should corroborate the manual 
muscle test finding. 

The presence of any localized dysfunction upon 
attaching or remote muscle function is suggested by the 
manual muscle testin AK. Therelationship of this localized 
or remote muscle dysfunction to articular dysfunction is 
then easily evaluated with a sensorimotor challenge 
procedure. Appropriate (corrective) angular and pressure 
stimulation to the articulation produces an immediate 
strengthening of inhibited muscles due to the joint 
dysfunction. The diagnostic accuracy and face-validity of 
the relationship between remote causative factors and local 
joint dysfunctionsare increased for both the patientand the 
clinician with the use of appliedkinesiology methodology. 
In the context of this text, the most important nerve 
receptors are the mechanoreceptors and nociceptors — the 
former for organization throughout the body, and the latter 
relating to pain. However as Bailey & Dick (1992) point 
out, “Probably few dysfunctional states result from a purely 
proprioceptive or nociceptive response. Additional factors 
such as autonomic responses, other reflexive activities, 
joint receptor responses, or emotional states must also 
be accounted for.” With AK, the measurable effect of this 
multiplicity of factors can be measured. 


_ Proprioception and altered 
muscle function 


An important interaction between the muscular 
and nervous systems occurs at the proprioceptors of the 
muscles. (Walther, 2000; Lephart & Fu, 2000) Muscles 
have nerve receptors called neuromuscular spindle cells 
and Golgi tendon organs, which are located within amuscle 
or tendon. The purpose of these receptors is to help control 
the muscle with which they are associated, giving position 
senseto thebody and providingcommunication with other 
muscles. Sometimes, when a receptor is injured, it causes 
the muscle in which it resides to be weak or hypertonic. 
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This, of course, causes a problem with this aspect of the 
musculoskeletal system, which may manifest as joint pain, 
structural imbalance, etc. Another type of dysfunction 
from the muscle proprioceptors is the “reactive muscle.” 
In this situation, a muscle becomes temporarily weak 
immediately following another muscle's contraction. This 
happens when incorrectsignalsgo to the secondary muscle 
because of false information coming from the primary 
muscle's contraction. This happens when incorrect signals 
go to the secondary muscle because of false information 
coming from the primary muscle’s proprioceptors. Reactive 
muscles are often found in athletes. In fact, an injury to 
an athlete can set the stage for more severe problems at 
a later time. The primary injury, incurred weeks before, 
can cause a secondary musde to weaken after specific 
types of movement. The muscle that weakens may be a 
knee-supporting one which gives out on an athlete as he 
is making a quick turn, as often occurs in football and in 
other sports activities. 

Raul’s case is typical of a reactive muscle. (Case Files, 
SCC) In asoccer playoff game, he was hit very hard in the 
thigh. The quadriceps muscle was swollen and extremely 
painful, but it did not seem to be injured seriousiy. The 
muscle was packed in ice and treated by massage and other 
physiotherapy measures by his family and team doctor and 
trainer. Unknown at the time, one of the neuromuscular 
spindle cells located in the belly of the muscle had been 
injured and was over-reacting to quadriceps contraction. 
If the muscles of Raul’s legs had been tested, it would have 
been found that another muscle in his thigh, the sartorius 
muscle, weakened significantly when tested immediately 
after a quadriceps contraction. The reason for this was the 
over-reactivity of the neuromuscular spindle oell sending 
impropersignalstothesartorius, causingittobetemporarily 
inhibited. A week later, all seemed back to normal. Raul 
returned to the soccer tournament for play. When he ran 
and cut quickly to dribble or shoot the ball, his leg simply 
gave out under him. A torn cartilage resulted, and surgery 
was necessary for correction. Reviewing movies of the 
incident later revealed no apparent reason for Raul’s knee 
to give out. Analysis of thesituation, however, revealed that 
the sartorius weakened immediately after the quadriceps 
contraction from running. The sartorius, a medial knee 
stabilizer, was simply not able to give the neoessary aid to 
the ligaments in their knee-stabilizing function. 


Sartorius MMT 


The procedures used in applied kinesiology to return 
proprioceptors to normal function by manipulation of 
either the muscle or an articulation were developed only 


A 86 - 


after a system of diagnosis revealed the dysfunction to 
be present. (Goodheart, 1976) By stimulating various 
proprioceptors and then testing muscles to see the effect 
of the stimulation on them, much has been learned about 
the activity ofthe proprioceptive system. There has already 
been significant charting of proprioceptors activities in 
standard physiology research, yet muscle testing techniques 
are revealing further uncharted activity taking place. 
(Zampagni et al., 2009; Santos & Liu, 2008; Zazulak et 
al., 2007; Lever, 2007; Cuthbert, 2006; Schieppati et al., 
2003; Perot et al., 1991, 1986; Triano & Davis, 1976) 
Discussed here will be the nerve receptors that are 
important to the orthopedically and structurally oriented 


physician. They include the nociceptors and 
mechanoreceptors, the latter of which are made up of 
articular, muscular, cutaneous, and equilibrium 


proprioceptors. Through this study one easily recognizes 
how improper stimulation to these receptors can cause 
local and remote health problems by way of dysponesis. 
Although this text emphasizes structure, one should keep 
in mind that the same type of initiation of dysfunction 
could cause organic and even mental health problems. 


Normally an infant begins life with an ideally 
functioning autonomic nervous system controlling the 
body’s vegetative processes. Organized function within the 
peripheral nervous system is yet to be developed. 
Organization begins with the interpretation of afferent 
supply from stimulation of the sensory receptors. Motor 
(efferent) action is learned from sensory (afferent) 
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information. It is by this method that the engrams of 
structural function are developed. Piaget (Piaget, 1953) 
argued in 1953 for the necessity of appreciating thesensory 
system's role in the development of motor skills. Piaget 
suggests that to perceive an object is to imagine the actions 
its use will involve. Piaget notes that between 2 and 7 
years-of-age mental images remain strictly dependent on 
movements and preserve a motor component. Neurologic 
textbooks at the time taught “the motor system” as a 
functional and isolated whole, and many pages later “the 
sensory system” was similarly treated. There is still not 
an adequate appreciation of the integration of these two 
systems in todays consideration of the nervous system. 
(Page et al., 2010; Lederman, 2010) It is the sensory 
system, including among others the five senses and the 
mechanoreceptors of the jointsand muscles, which provide 
the ability to learn intricate movements and control them 
to meet the demanding needs of the moment. 

When anyone is learning aspecial skill such as playing 
the piano, he is not learning patterns of movement; rather, 
he is learning patterns of sensation. Initially it is imitation 
asthe teacher is watched (visual sensation), oras he dabbles 
around on the keyboard listening for the proper tone 
(auditory). The motor skill ultimately develops as a result 
of complimentary sensations of touch, joint, and muscle 
afferentation. This perception is necessary to properly 
perform the tones that make the music. By this process of 
producing voluntary movement based on the stimuli from 
the senses, the pianist develops and increases his skilled 
performance. But he is not learning ‘patterns of voluntary 
movement’ as we are so often told. The piano player is 
learning patterns of sensation from movement. Learning 
from movement is also one of the bases of the methods 
developed by Feldenkrais and other movement therapies. 
(Ohman et al., 2011) 


CNS 
Integration 


The integration of the motor and sensory systems drives CNS function 


The CNS regulates the body stability while standing 
or during locomotion mainly by means of afferent 
information from the visual system, (Mergner et al., 
2005) proprioceptive organs, (Tresch, 2007) cutaneous 
stimulation, (Kavounoudias et al., 1998) and changes 
in vestibular input. (Bacsi & Colebatch, 2005) Each of 
these systems, when disturbed, produce changes in muscle 
function that are detectible with the manual muscle test 
which in applied kinesiology serves as a comprehensive 
system for assessing complex or simple disturbances tothe 
sensorimotor system. 

The infant’s developing nervous system organizes 
sensations into purposeful motor activities. Engrams of 
function become established for extremity movement, 
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equilibrium, gait, and go on to more complicated actions 
for homeostasis and to perform purposeful activities. In 
voluntary movement the muscular system is the tool of 
the nervous system. With continued use, engrams become 
deeply seated as evidenced by an experiment by Hefferline 
and Perera. (Hefferline & Perera, 1963) Theyconditioned 
an individual to respond to the covert muscle twitch of 
the abductor pollicis brevis muscle. The experimenter 
observed the muscle by EMG; when there was muscle 
activity indicated by theEMG but no observable movement 
of the digit, he would ring a bell and the subject was to tap 
a key. Progressively, the bell waseliminated, but the subject 
continued to press the key whenever there was a muscle 
twitch, even though he could notseeor consciously observe 
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it. Interestingly, he reported that hestill heard the bell. 

When specific receptors that have been part of an 
engram arestimulated, the oentral nervous system reacts in 
a specifically learned program. If trauma causes receptors 
to be stimulated in a manner not in keeping with the 
developedengram, thecentral nervoussystem may respond 
in an inappropriate manner. This can be demonstrated in 
the receptor effects model below. 


Integrative 
neurons 


Motor 


a Response 


Sensorimotor response 
(After Muscolino, with kind permission) 


Pain/ 
Injury 


etc. 
! 


c. 
eic. 


Sensory Potential 


The initial electrical activity of a reoeptor is called the 
generator potential or sensory potential. This potential, in 
essence, is a depolarization of the sensory nerve endings. 
(Guyton & Hall, 2005) The reoeptor is sensitive to stretch 
deformation, changing the physical properties of its 
membrane and inducing an increase of Na+ and other ion 
conductants. When the generator potential gainssufficient 
magnitude, the all-or-none response of the sensory fibers 
is initiated. The magnitude of the generator potential is 
related to the frequency of the afferent discharge. The 
sensitivity to depolarization by stimulus application relates 
to adaptation. Slowly adapting receptors seem to be able 
to maintain a relatively constant level of depolarization 
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for the duration of the stimulus application. Thegenerator 
potential of rapidiy adapting receptors quickly falls below 
the level necessary for initiation of impulse. Increased 
pressure ina joint by inflammation or strain from abnormal 
motion increases the generator potential, thus lowering the 
threshold of afferent stimulation. 


Joint Proprioception 


Position and movement sense of the body’ joints has 
multiplelevelsofsensoryinput. Thisinformation isgathered 
byarticular receptors in the joint's surface and its ligaments 
by muscle receptors, and finally by cutaneous receptors 
of the skin overlying and adjacent to the joint. Applied 
kinesiology examination indicates that improper signaling 
can develop within the joint, associated muscles, or in the 
skin, usually from trauma but often from an unknown 
cause. (Nimnuan et al., 2001) In normal function, one 
would expect the joint position and movement speed to be 
reported similarly by all three divisions of receptors. It is 
possible that dysponesis develops as a result of a disparity 
by one of the groups, e.g., the articular receptors reporting 
joint movement but the neuromuscular spindle cell failing 
to do so. If this were the case, confusion within the nervous 
system would result. In applied kinesiology that confusion 
is observed by change in expected function of the muscles, 
as observed by manual muscle testing. 

There are four types of receptor nerve endings in all 
synovial joints of the body. Types I, II and III are thinly 
encapsulated mechanoreceptors that are stimulated by 
increases in tension of thetissue in which they reside. Those 
located in ligaments produce impulses with transverse or 
longitudinal loading. (Solomonow, 2009) 

Type I mechanoreceptors have a very low threshold 
and are slow to adapt. Some have such low thresholds that 
they fire continuously without joint movement. The firing 
frequency increases with active or passive movement, or 
anyforcethatincreasesthetension ofthejointcapsule. They 
function asstaticand dynamic articular mechanoreoeptors. 
Type II mechanoreceptors are deeper in the joint capsule. 

They are of low threshold but adapt rapidiy. They are 

stimulated onlyby movement, and thusareacceleration 
mechanoreceptors. 

Type III mechanoreceptorsare present in the ligaments 
outside of the vertebral column. They haveahigh threshold 
and are slow to adapt. They arestimulated only when there 
are high tensions in the ligaments in which they reside. 

Type IV nociceptors have the single purpose of 
reporting joint pain. They are found throughout the joint 
capsule, but are absent from synovial tissue, intra-articular 
menisci, and articular cartilage. There are also nociceptors 
that are individual, free, unmyelinated nerve endings. 
Under normal circumstances, there is no activity of the 
type IV receptor system. Butstimulation to the nociceptors 
can beabnormal, brought about by mechanical or chemical 
change in the tissues in which they reside. 
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Joint mechanoreceptor | 
effects on muscle | 


Much information about the integration of the 
peripheral nervous system has been learned from decerebrate 
and decerebrate and spinalized laboratory animals. It has 
been shown that agonist and antagonist musclefacilitation 
and inhibition are reflex in nature, originating from the 
proprioceptors in the joint. (Lederman, 2010) In these 
animals, stimulation of articular nerves usually results in 
flexor withdrawal response. Occasionally, however, it may 
cause a response in the forelimbs when the hindlimb is 
stimulated. 

The ankle joint is liberally supplied with 
mechanoreceptors capable of producing powerful reflex 
responses on the leg muscles. The leg reflex motor 
activity can be demonstrated by EMG, as well as by visual 
observation of muscle activity. The reoeptors of the joint 
have been isolated by skinning the tissue over the joint 
with tendonectomy to eliminate any proprioception from 
cutaneous or muscle receptors. Applied kinesiology clinical 
evidence indicates that ankle or foot dysfunctioncan cause 
reflex muscle dysfunction in many remoteareasof the body. 
Muscle inhibition by joint trauma may be part of nature’s 
method of limiting action for joint repair enhancement. 
The experience of pain in the motor system will reorganize 
movement so that it is less physically painful. During the 
reparative process, there is limited rangeofmotion. Rangeof 
motion, bothsegmentally and globally, is largely dependent 
upon the state of the muscles that cross the involved joints; 
restriction of range of motion may be directly attributed to 
inhibitions of the muscles crossing the joint due to pain. 
Rather than the range of motion being limited by pain, it 
appears to be limited neurologically by the joint receptors. 
(Hurley, 1999) A joint limited in flexion has normal flexor 
contraction until the limitation of motion is reached. Atthat 
point, regardlessof theeffort—painor not—theindividual 
cannot obtain thesameamount of contraction asevidenced 
on EMG and visually. (Hurley, 1999) 

Pressure on joint reoeptors causing muscle inhibition 
is demonstrated in an early study by deAndrade et al. (de 
Andrade et al., 1965) in which knee joints of healthy 
subjects, as well as those with joint complaints, were 
distended by fluid to create pressure within the joint. As 
the pressure increased, the quadriceps weakened to the 
point at which the subject could no longer extend the 
lower leg on the knee. The weakening was obviously due 
to the effect of the pressure on the receptors in the knee, 
since one patient with neuropathic joint disease (Charcot's 
arthropathy) did not develop quadriceps inhibition, even 
though the joint was distended from arthropathy than in 
the other subjects. In addition, local anesthetic wasapplied 
to four subjects who were able to tolerate greater intra- 
articular pressure before inhibition was observed. The 
inhibition that developed was associated with a feeling of 
heavinessand helplessness, and it developed independently 
of pain sensibility. Some subjects developed pain before 
the inhibition was complete; others developed no pain 
at all. Many subsequent studies of this type showing this 
phenomenon are reviewed by Hurley. (1999) 
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Tostudy the effect of ankle joint movement, Freeman 
and Wyke (Freeman & Wyke, 1967) resected the skin over 
the area, separated the musdes by tenotomy, and — in 
some cases — divided the posterior deep fascia. Various 
methods of anesthesia in the joint capsule were used to 
determine the souroe of neurologic activity. With passive 
dorsiflexion there was EMG activity in the gastrocnemius, 
with coincident depression of the tibialis anterior activity. 
With ankle plantar flexion, the gastrocnemius activity was 
progressively abolished as the tibialis anterior activity was 
augmented. The various procedures to localize the activity 
coming from the ankle ligaments led them to believe “... 
that physiological and pathological alterations in the 
articular mechanoreceptor input are capable of reciprocal 
facilitation and inhibition of the gamma motoneurons 
related to musclespindles in theextensorand flexor muscles 
of the limbs....” They go on to state, “This may explain why 
patients who have recovered from the structural effects 
of injury to individual joint capsules may show persisting 
abnormalities in the postural reflex activity of the muscles 
operating over the affected joint.” 

There is greater sensitivity of the joint receptors when 
there is abnormal function. (Jull et al., 2008; Liebenson, 
2007; Korr, 1997) Increased pressure in a joint, as 
previously noted, as well as inflammation and strain 
from abnormal motion, lowers the threshold of afferent 
stimulation. (Slosberg, 1988) Sprain from abnormal 
motion relates with the joint misalignment or subluxation 
referred to in chiropractic and osteopathic literature. 
Subluxation in thissense refers to theabnormal stimulation 
of nerves rather than the gross amount of misalignment. It 
should be remembered that even very small misalignments 
of the facet joints, on the order of 1 millimeter or less, may 
account for considerable back pain. (Cleveland, 2003; 
Sweat, 1997) In view of the fact that very small amounts 
of displacement are capable of producing the vertebral 
subluxation complex orsomatic dysfunction or dysponesis, 
it may become obvious that tools beyond motion palpation 
and leg length observations will be required to elevate 
physical diagnosis to a scientifically acceptable level. 
(Troyanovich et al., 1998; Keating et al., 1990) Duringits 
nearly 50 year history, AKhasmadeavailableasimple, non- 
invasive method of functional diagnosis. In AK the manual 
muscle test is always used in combination with at least one 
IVF-related factor (See Five Factors of AK Treatment 
chapter), in addition to other non-invasive AK diagnostic 
sensorimotor assessments including challenge, TL, taste/ 
sniff testing, emotional recall, hair analysis, salivary and 
if necessary blood testing, urine and stool samples, etc. 
The AK practitioner diagnoses functional disorders of the 
neuromuscular system which contain within the diagnosis, 
the corrective procedure necessary. 

One often finds in applied kinesiology testing that 
weak muscles may test strong when the components of 
an associated joint are held in a different relationship to 
each other. There will be one particular relationship that 
will optimally strengthen the associated weak muscles. 
When thearticulation is manipulated into the position that 
caused the temporary strengthening, there will be a long- 
lasting strengthening, sometimes permanent; other times 
the correction may be lost and need re-correcting. 

Applied kinesiology clinical observation reveals that 
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there is more dysfunction of muscles closely associated 
with an extraspinal subluxation than in those remote from 
it. It is commonplace, however, that remote muscles often 
improve their function after the extraspinal subluxation is 
corrected. For example, when subluxations in the foot and 
ankle are corrected, many dysfunctioning muscles that are 
intrinsic to the foot or cross theankle into the foot improve 
their function, as well as muscles in the knees, pelvis, 
shoulder, neck, or other remote.area. 

Janda (1986) hypothesizes similarly that muscular 
chain reactions occur in the body. A problem in the foot 
might produce postural imbalances from the foot to the 
head and TMJ. This hypothesis, recognized very early 
in applied kinesiology research, has been demonstrated 
repeatediy. However, the diagnosis of these functional 
interactions between a pronated foot and the TMJ, or the 
TMJ and the inverter or everter muscles of the ankle is 
particularly difficult using visual observation or palpation 
alone. The manual muscle test of the muscles of the feet or 
of the neck, and their relationship to faulty mechanics in 
the remotestructure, is far more easily diagnosed using the 
manual muscle test after the AK sensorimotor challenge 
has been applied to the distal structure. 

Wyke (Wyke, 1972) points out that there is a tonic 
discharge at low frequency from some of the low threshold 
type | mechanoreceptors in response to the small static 
tension present in the joint capsule. There is an internal 
brief burst of impulses from the type Il receptors when the 
joint is manipulated, which melts into a prolonged increase 
in type I receptor activity from those receptors stretched by 
the movement. At the same time, there is reduction in or 
loss of tonic discharge from thetype I receptors thatare no 
longer stretched due to the manipulation. From anapplied 
kinesiology viewpoint, it may be the organization between 
the type I and type II receptors that is responsible for the 
clinically observed change in muscle function following 
challenge to a misaligned joint. Wyke goes to on to explain 
how the afferent discharges from joint mechanoreoeptors, 
especially types I and II embedded in the joint capsules, 
cause reflexogenic and perceptual effects as well as pain 
suppression. 

The mechanoreceptors provide afferent supply to 
fusimotor neurons in the motor neuron pools within the 
central nervous system. By this continuous modulation 
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Challenge to 
the left TMJ 
produces 
immediate 
weakening of 
the contralateral 
gluteus medius 


of activity in the fusimotor-muscle spindle loop systems, 
there are reciprocally coordinated reflexogenic influences 
on muscle tone and excitability of stretch reflexes in all 
striated muscles. Many synergistic muscle groups share 
common afferent inputs. (Mense & Simons, 2001; Eccles & 
Lundberg, 1958) This means thatafferentstimulation from 
muscle spindles in one group of muscles supply the motor 
neurons in which they are embedded, as well as other 
synergistic muscles. (Gielen et al., 1988) This isconsistent 
with Hilton’s Law, namely that the nerve supplying a joint 
supplies also the muscles which move the joint and theskin 
covering the insertion ofthosemuscles. Collateral branches 
are distributed segmentally and intra-segmentally; thus 
remote muscles — both ipsilaterally and contralaterally 

— are affected, as well as muscles operating directly on 
the joint where the receptors reside. “It is through this 
mechanism that manipulation of joints by therapists gives 
rise to the reflex changes in muscle tone (involving both 
facilitation and inhibition of motor unit activity) that 
have long been empirically familiar to practitioners of 
manipulative therapy.” (Wyke, 1972) 
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Muscle Proprioception 


Theearly description of joint afferentsupply providing 
position sense has been augmented by recognition that 
afferent supply from muscles and skin also contributes to 
the proprioceptive sense. (Lephart & Fu, 2000) The muscle 
contribution to joint position sense is demonstrated by 
experiments in which the joints and skin of a finger or the 
whole hand are locally anesthetized. The afferent supplyof 
the muscles that movethe fingers ofthehand remains intact 
because of the muscles’ remote position. The remaining 
proprioceptive ability of the subject indicates that stretch 
sensitive receptors, such as the muscle spindles, contribute 
to joint position sense. 

Further knowledge of the musde's role in joint position 
sense is seen by pulling on the muscle’s tendon when the 
joint is immobilized. This has been done experimentally 
during surgical procedures in which a structure, such 
as a finger or hand, is immobilized while the tendon of 
the muscle that normally moves the digit is pulled. Even 
though the structure normally moved by the muscle 
remains stationary, stretching the muscle gives the subject 
asensation that the finger or other structure being studied 
has moved. Since some patients at surgery fail to observe 
this sensation, McCloskey (McCloskey et al., 1983) had 
his colleagues assist him with an experiment on himself“... 
in which the tendon of [his] extensor hallucis longus was 
exposed under local anaesthetic, cut across, and pulled so 
as to stretch the muscle. This was done while the foot and 
the joints of the toes were carefully immobilized. Without 
visual or other feedback [he] could readily detect pulls of 
less than 1 mm imposed on the muscle (at about 2.5 mm/ 
sec), and these felt like plantar flexions of the terminal 
joint of the big toe; that is, like movements which would 
normally impose similar stretches on the tested muscle.” 

Further evidence that joint capsule and ligament 
receptors are not the only factors giving position sense is 
that when an individual has a complete joint replacement, 
that is, the capsules and ligaments are removed along with 
the nerves, there is continued joint position sense. This 
surgical procedure leaves the skin basically intact. Studies 
by Gandevia and McCloskey (1976) have shown that 
proprioceptive acuity is superior when all receptors are 
allowed to contribute, and diminished when muscles are 
disconnected. 

When a muscle contracts, its local neuromuscular 
spindle cells are affected and remote non-active muscles 
are moved, affecting their neuromuscular spindle cells. 
This tension enhances the responsiveness of that portion 
of the musculature that is not voluntarily active, but the 
body is therefore put on an alert status with the generator 
potentials set at a low threshold to meet the possibility 
of increased demands. (Burg et al., 1975) This increased 
potential is demonstrated by the Jendrassik maneuver. 

The Jendrassik maneuver does not increase the 
neuromuscular spindle cell sensitivity in a relaxed 
muscle. (Hagbarth et al., 1975) The tendon jerk reflex 
enhancementappears to be due toaltered processing of the 
afferent volleywithin thecord. There isenhancementofthe 
neuromuscular spindle cell sensitivity when the extrafusal 
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fibers are not completely relaxed. Since performing the 
Jendrassik maneuver causes most individuals to increase 
tension in the general muscles of the body, there may be 
some enhancement of the tendon jerk reflex by this mode. 


Jendrassik maneuver 


Equilibrium 


Equilibrium is generally considered to be from the 
labyrinthine, visual righting, and head-on-neck reflexes. 
There is probably considerable input from other sources 
such as the ligaments of the pelvis, especially the sacroiliac 
ligaments. This is certainly indicated by the changes of 
function that develop as a result of the applied kinesiology 
treatment to balance the cloacal reflexesand pelvic category 
problems. (Cuthbert, 2006; Walther, 2000) 

For about 76 million people in the United States for 
instance, proprioceptive disorders cause more than a 
passing problem. More than 5 million of these individuals 
visit their doctors each year because occasional or chronic 
feelingsof wooziness,spinning, lack ofbalance, and fainting 
are seriously interfering with their ability to work or to 
enjoy their leisure. In fact, dizziness and other equilibrium 
disorders is one of the most common symptoms reported 
to physicians. (Alexander, 1994) 

Our sense of balance is maintained by a complex 
interaction of the following parts of the nervous system: 


e The muscle and joint sensory receptors, which 
tell what parts of the body are moving. 


e Theinnerears (also called the labyrinth), which 
monitor the directions of motion such as 
turning, forward-backward, side-to-side, and 
up-and-down. 
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e The eyes, which monitor where the body is in 
spaoe (i.e., upside down, right side up) and also 
directions of motion. 


e Theskin pressure receptors (such as those in the 
feet or the buttocks), which tell what part of the 
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body is down and touching the ground. 


e The central nervous system (the brain and 
spinal cord), which processes all the bits of 
information from the four other systems to 
make coordinated sense out of ital. 


a ‚ Imbalance = 
4  cranial 
faults 


Ocular-visual Equilibrium Disturbance 


Upper Cervical Disturbance 


Labryrinthine Equilibrium Disturbance 


The visual righting, labyrinthine, and head-on-neck 
reflexes are responsible for evaluating and maintaining 
the body’s orientation in space. (Berthoz, 2000) In 1948 
Spector described the mechanisms of multi-sensory 
integration as the underlying cause ofsome types of vertigo 
and nausea, but he provided no therapeutic approach for 
correction. (Spector, 1948) If all three reflexes are not 
providing the same information about the bodys 
orientation, this neurologic disorganization produces the 
misdirected effort known as dysponesia. This can happen 
when one reflex indicates the head is level and another that 
it is tilted. It also occurs when the body detects motion that 
the eyes cannot detect. 

If muscles, joints, and the vestibular or visual systems 


are signaling improperly, they will send incorrect messages 
through the afferent sensory nerves into the spinal cord 
and cerebellum. When the CNS responds to this aberrant 
afferent information, the motor response and signals will 
be incorrect and produce improper motor movement, 
tension, timing, posture, and autonomic response. (Koch 
et al., 2002) As a result some muscles — particularly those 
experiencing pain during use -- will be hypotonic and 
others will be hypertonic during orthodox manual muscle 
testing. This causes structural misalignment of the body, 
sensory disturbances, uncoordinated movement, and pain. 
The head-on-neck reflexes come from the equilibrium 
proprioceptors located in the upper cervical ligaments 
and can be disturbed by subluxations or fixations of 


B+N 2 


these vertebrae after trauma. (Humpfreys et al., 2002) 
The methods used in AK to discover where this type of 
dysfunction exists are challenge, therapy localization, and 
manual muscle testing during activity that produces 
signaling into the CNS. (Walther, 2000; Goodheart, 1998) 
The labyrinthine and visual righting reflexes may be 
disturbed by joint or muscle problems in the neck, as well 
as by cranial faults that may result from either whiplash 
dynamics or a blow to the head during an automobile 
accident or other head and neck trauma. (Jull et al., 2008; 
Chaitow, 2005; Heikkila & Wengren, 1998; Gimse et al., 
1996; Walther, 1983; Magoun, 1968) 

The forces of trauma may affect the membranous 
labyrinth within the temporal bones of the skull. 
Acceleration and deceleration forces following collision 
activate in a violent and intense way the ciliated cells of the 
semicircular canals and the matrices of the otolithic organs. 
(Brandt & Bronstein, 2001) The forces of acoeleration 
and deceleration can deprogram the sensory cells of the 
membranous labyrinth within the petrous portions of the 
temporal bones. When the trauma is violent, some ciliated 
cells may be partially destroyed. Anti-gravitational muscle 
function, muscle tone, and posture are not properly 
maintained; consequentliy, the vestibular nuclei do not 
receive proper sensory input for decoding and distribution 
to the body, particularly in regard to cerebellar control. 
The oerebellum normally integrates labyrinthine, visual, 
and kinesthetic information that is used to provide motor 
output for correct balance. (Berthoz, 2000) In post- 
traumatic syndromes, some of the sensory inputs no longer 
yield proper responses. (Lund et al., 1991) 

The visual righting reflexes may be evaluated using the 
ocular lock testing procedure used in applied kinesiology to 
discover neurologic disorganization in the nervous system. 
It demonstrates the failure of the eyes to work together 
on a binocular basis through the cardinal positions of 
gaze. (Extensively covered in the subsequent text Applied 
Kinesiology and Upper Body Dysfunctions) This is usually 
not due to gross pathology of cranial nerves Ill, IV, and 
VI; rather it is poor functional organization. When the 
eyes are turned in a specific direction, a previously strong 
indicator muscle will weaken. Eye motion and position 
are integrated with proprioceptors throughout thebody, as 
well as those of the vestibular apparatus and head-on-neck 
reflexes. When a dysfunction of the eye muscles or cranial 
nerves III, IV, or VI exists, the ocular lock finding will be 
positive. 

Studies have shown the dependence of accurate skilled 
motor function upon accurate visual feedback. It seems 
likely that the proprioceptors of theeye muscles contribute 
at least as much as other muscle receptors to the total 
proprioceptive afferent process and that the sensory input 
thatacts upon thosereceptors isaccordingly important. The 
extraocular muscles are skeletal muscles and are facilitated 
especially through the connections of the vestibular nuclei 
with cranial nerve nuclei Ill, IV, and VI over the medial 
longitudinal fasciculus. Nerve impulses from the vestibular 
hair cells within the temporal bone travel to the vestibular 
nuclear complex. The lateral vestipular nucleus influences 
the extensor of the legs and flexors of the arms, and is 
involved with upright stance. This is the vestibulospinal 
reflex. The vestibular nuclei also mediate the vestibular- 
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ocular reflexes. Signals from cells in the vestibular nuclei 
also activate the oculo-motor and abducens nuclei, with the 
eyes moving in an opposite direction but equal velocity to 
the movement of the head. Importantly, fibers originating 
in the superior vestibular nucleus also terminate on 
motor neurons in the cervical muscles and influence neck 
position with the vestibulocollic reflex. Postural control is 
dependent upon theability of the individual to interpretall 
of this sensory information and to execute an appropriate 
motor response. Because of the redundancy between these 
many systems and reflexes, there can be a masking of 
impairments. However with the AK system of ocular lock, 
cranial and vertebral sensorimotor challenges, followed by 
the manual muscle test, underlying dysfunctions may be 
unmasked and corrected. 

In discussing the multisensory convergence of 
individual neurons, Eccles hypothesized that visual 
perception is “an interpretation of retinal data that has 
been learned through association with sensory information 
provided by receptors in muscles, joints, skin and in the 
vestibular apparatus.” (Eccles, 1966) 

Modular interactions of the body, or body scheme,are 
aproduct of neurological organization. The postural model 
of the body is not the sum of optic, kinesthetic and tactile 
sensations. It is an integration. Because the body scheme is 
not static, it must be evaluated in many different functional 
positions and states. 

Anumberofinvestigatorshavefound thatboth humans 
and primates do not have balance problems following 
detaching ofextraocular musclesbut do have severe deficits 
in balance, motor coordination and orientation oftheentire 
body when the neck proprioceptors were anesthetized. 
(Berthoz, 2000) Those same mustcles are also believed to 
influence the extraocular muscles and by this influenceare 
likely added to that derived from muscles supplied by the 
cranial nerves. There seems to be constant interaction and 
interdependence of the extraocular muscles, the vestibular 
system, the craniosacral-meningeal system, and the neck 
muscles. The lasttwoelements ofthisgroup offer usameans 
of influencing the former two and proper correction of all 
four improves the body’s interpretation of proprioceptive 
information. 

Integrated proprioception from the head, neck, and 
eye musculature is therefore essential to balance. This 
combination of musculature is integrated at several levels 
of the brain. It has been mentioned that coordination 
occurs especially at the frontal lobes. Frontal cranial faults 
have been found to consistently inhibit the anterior scalene 
muscles, as well as change the shape of the upper portion 
of the orbital cavity. Luria (Luria, 1978) states that frontal 
lobe lesions that interfered with the function of systems 
regulating the head, neck, and eyes will inevitably lead 
to disturbance in visual perception. AK procedures rely 
heavily on the interaction between certain muscle functions 
and the visual perception process. 

Manipulative care of visual problems such as vision 
loss, glaucomatous visual field deficit, optic nerve 
deficit, monocular scotomata, optic nerve ischemia, and 
oculomotor palsy has been substantiated to some degree 
in the literature. (Cuthbert & Blum, 2005; Carrick, 1997; 
Terrett & Gorman, 1995; Gorman, 1995) 
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Central to the concept of applied kinesiology 
chiropractic evaluation and treatment is the consideration 
that the senses of seeing, hearing, smelling, tasting, feeling, 
and balance are not simple, specific sensations; rather they 
are sensory systems closely interrelated among themselves 
and intimately linked with motor functions. 

Constructing acoherent peroeption of the relationship 
between the body and its environment depends upon 
parallel mechanisms that combine sensory cuesand signals 
connected to action. So it is not surprising that deficits in 
certain circuits orsensorimotor pathways inducea breakup 
of this coherence. 
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Because of the importance of accurate sensory 
input to the overall function of the human organism, 
direct clinical measurement of this factor in a patient’s 
functional ensemble is desirable. However, many of 
the clinical assessments used for proprioceptive 
diagnosis do not enable the physician to differentiate 
between the muscular, mechanoreceptor, vestibular, or 
visual contributions to postural control and motor 
performance. 

Specific testing of the muscular, joint, visual, 
vestibular, and oerebrospinal (cranial nerve) system 
interactions may prove neoessary to adequately resolve 
the involved areasofsensory conflict thatexist in patients 
with equilibrium disorders. Corrections specifically 
planned using applied kinesiology chiropractic 
differential diagnostic methods to improve sensory 
input and elicit proper motor output may bring about 
more normal function for the patients with equilibrium 
disorders. (Cuthbert, 2006) 
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“The doctor’s perception is only proportional 
to his attitude and knowledge.” 


“Muscle testing can determine a disturbance to the structure as 
well as a psychological or chemical imbalance.” 


» George J. Goodheart, Jr. 


CHAPTER SIX 
The Triad of Health in Applied Kinesiology 
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Most important perhaps among these new ideals is the 


he applied kinesiology logo represents 


T 


methods used in the discipline. Analysis of 


basic principles and some treatment 


posture and movement was where applied 
kinesiology investigation originated, and it 
remains a primary consideration. The person 

standing in the center represents this in the logo. Surrounding 
the human figure is a triad representing the base of structure, 
chemical, and mental or spiritual factors. It is recognized in 
applied kinesiology that disturbance in anyside ofthetriad can 
disturb health. Finally, there are five circles that represent the 


initial basic treatment methods used in applied kinesiology. 


Whole Body Diagnosis 


If we are to fully understand the changes taking place in 


primary health care around the world today, and in particular 
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the growing influence of complementary 
and alternative medicine in patient and 
governmental deeision-makingaboutallocation 
of health care resources, we must acknowledge 
that the conceptualization of health and health 


care are shifting in quite fundamental ways. 


interplay of the constellation of disorders making up any 
process of physiopathology. Many of the approaches now 
employed in responsible and evidenced based chiropractic, 
osteopathic, physical therapy, naturopathic and manual 
medicinesettingsfit perfectly into the triad of health principles 
developed in applied kinesiology. 

For many years in mostof Dr. Goodheart’s yearlyResearch 
Manuals (1964-1998) this image was on its cover, indicating 


the integration ofan array of influences upon muscle function. 


This illustration shows how a nerve (or some other 
controlling factor assessable with the MMT‘) branches to 
control the psoas muscle and also the kidney. Actually, 
the common patterns of control are much more complex 
than this illustration indicates. This is because the neuronal 
pools (descending and ascoending), are influenced by 
mechanoreceptor or chemoreceptor dysfunction, muscle, 
joint, ligament or skin injury, and meridian system 
Influences, among many other factors. However -- uniquely 
in the applied kinesiology assessment of all these factors 
-- the muscle involvement provides the clinician with an 
opportunity to reliably determine when the nerve or its 
associated factors are active in a patient’s condition and 
when they are returned to normal and the body language 
Improved. 

It should be noted that the examination procedures 
employed on every new patient who came into Dr. 
Goodheart’s practice included at a minimum the following 
tests and measurements: 

e Blood pressure: sitting 1‘, standing 2‘, Iying 3"! 

e Oral pH 

e Lingual Vitamin C 

e Petechiometer 

e Zinc Tally 

e Color Blindness evaluation (Ishihara eye chart) 

e Vital capacity 

e Axillary temperature 

e Endocardiogram 

e Photomotogram 

e Tympanometer 

e Body Fat 

e \Weight balance 

e Urinalysis 

All of these tests were performed as indicated on 
patients before and after Dr. Goodheart’s functional 
neurological evaluation using AK. A central concept that 
distinguishes applied kinesiology from other forms of 
manual medicine is the peroeption and testing ofa vitalistic 
organism,seen to beadaptingtoamultiplicityofmeasurable 
stressors, and ultimately becomingsymptomatic asa result 
of failure to maintain homeostasis under these stressors. 
The patient who meetsthecomprehensivelytrainedapplied 
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kinesiologist undergoes holistic assessment and diagnosis 
ofeach of the factors making up the trial of health, followed 
by the appropriate physical, nutritional, and/or mental- 
emotional intervention to permit the re-emergenoe of the 
homeostatic mechanismsstill within the patient in order to 
restore orenhance their functionalityand well-being. From 
the in-office clinical research conducted by thousands of 
AK physicians around the world over the past 40 years, 
tools for evaluating a patient's condition and needs have 
developed from AK’s vitalistic, integrative perspective, 
exemplified by Goodheart. (See Table 1, Chapter 9) 

Mainstream (“allopathic”) medical approaches to 
musculoskeletal pain, for example, are often far less 
searching in their consideration ofenhancing homeostatic 
mechanisms — with symptom relief as the primary goal. 
Analgesic and anti-inflammatory medication — while it 
may be useful in severe conditions — does not deal with 
the cause or the restoration of self-regulation. Many of the 
most important cornerstones of this developing world view 
have not been integrated yet into the biomedical frame 
work as practiced in hospitals and other primary care 
settings; however, this is one reason in the eyes of many 
for the growing sense allopathic medicine’s inadequacy. 
(Peters et al., 2002) 

The ideathathomeostasis depends insome parton how 
we react to external influences is relatively new to modern 
biomedicine but is at the heart of applied kinesiology and 
C.A.M. systems. AK implies that the individual’s internal 
factors (both physical, chemical and mental) determine a 
person's response to external challenges and distress; in this 
model, although illness may betriggered by outside factors 
such as repetitive injuries, trauma, genetic anomalies, 
infections, environmental toxins and work stressors, it is 
the internal factors — biomechanical (strength, flexibility, 
endurance), biochemical (nutritional status, dietary 
patterns, genetic constitution), and psychosocial (e.g. 
emotional status, philosophy of life, stress-coping style) — 
that will ultimately determine the organism’s response and 
well-being. Holistic medical systems, such as chiropractic, 
osteopathy, naturopathy, homeopathy, TCM, and Ayurveda 
have recognized this from their inception. One reason why 
there has been such a swing towards these approaches is 
that they take account of this interplay between our inner 
and outer worlds. (Coulter, 1994) These approaches insist 
that prevention, improved resistance and better coping 
abilities as well as structural, biochemical, or psychosocial 
interventions can all be enhanced by mobilizing the self- 
regulation prooesses. This is obviously aligned with the 
current wish to take farmore responsibility for one'shealth. 


‚Structure _ 


The first examination step by an applied kinesiologist 
is usually the evaluation of posture and movement. With 
proper muscle function, standing postural alignment is 
level when viewed from anterior to posterior; when viewed 
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laterally, specific points of the body are in alignment with 
aplumb line. 

When an AK technique is effective in returning 
normal muscular strength, there are usually dramatic 
improvements in many of the patients’ general health 
problems as the result of the improved muscle integrity. 
This experience makes those working with muscular 
balance in applied kinesiology particularly aware of the 
importance of general muscular and structural balance. 
A basic principle emerges with the use of AK diagnostic 
methods that remains in the forefront of AK understanding 
of body function and posture. This is the relationship of a 
muscle which tests weak on manual muscle testing to a 
hypertonic one. 

Muscles which are hypertonic, or in “spasm,” are 
often treated with orthodox methods of muscle energy or 
neuromuscular techniques, diathermy and other forms of 
heat, TENS units, ultrasound, massage, etc. With manual 
muscle testing, it is frequently found that muscles which 
are antagonists to hypertonic muscles test weak. Upon 
strengthening the inhibited muscle, the tension in the 
hypertonic muscle is dramatically reduced without any 
treatment being administered to the hypertonic muscle 
itself. It has become obvious that many times a muscle 
was hypertonic because of a primary functional weakness 
of its antagonist. A muscle unopposed contracts from the 
muscle turgor or tone which is inherent in it. As reviewed 
in chapter 2, muscles which are in pain, injured or inflamed 
are usually inhibited. 

A classic example of a muscle contracting when 
unopposed is trauma avulsing the tendon of the biceps 
brachii. The muscle, being unopposed, bunches up in 
the upper or lower arm, depending upon which tendons 
are avulsed. Of course, this is an illustration of 100% 
loss of resisting pull against the muscle. The amount of 
hypertonicity in a poorly opposed muscle from ineffective 
antagonist function will be in direct relation to theamount 
of weakness in the antagonist. 

When a functionally weak muscle is found and its 
antagonist is hypertonic, it is easy to evaluate the effect of 
strengthening the primary muscle. First, evaluate the pain 
in the belly of the hypertonic muscle by digital pressure. 
After strengthening the primary muscle with an effective 
AK technique, immediately re-evaluate the pain in the 
hypertonic muscle. It will often be found that the pain 
has been dramatically reduced or removed altogether. A 
good combination for evaluating this is a weak latissimus 
dorsi muscle and a secondarily hypertonic upper trapezius 
muscle. The patient will generally complain of tension 
across the shoulders; upon squeezing the belly of the 
upper trapezius muscle, there will be significant pain. By 
returning the latissimus dorsi to normal strength, the pain 
will often be greatly reduced or eliminated. 

Sherrington’s Law of reciprocal innervation states that 
muscle inhibition usually generates hypertonicity/tightness 
in antagonist muscles, and that the relationship between 
weak and tight muscles is reciprocal, with inhibition having 
as much or more influence on their antagonist muscles as 
tightness. Sherrington advises that “Knowledge of reflex 
inhibition equally with that of reflex excitation is essential 
for the study of nervous co-ordination.” (Sherrington, 
1979) This means that abnormal muscle inhibition is as 
neurologically important as over-facilitation in patients 
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with pain and dysfunction. In patients who come to 
physicians for care, pain receptors (nociceptors) transmit 
their distress to the dorsal horn of the spinal cord and, 
if the intensity of this stimulation from the periphery is 
strong enough and sustained, pain will be registered in 
the brain. Simultaneously, stimulation of motor neurons 
at the ventral horn will insure a change in muscular tone 
and sympathetic responses will alter circulatory profusion 
through the muscles. (Budgell & Sato, 1996) 

While all these adaptive responses have protective 
value, if they are prolonged or repetitive a neurological 
footprint of abnormal function may remain, (Korr, 1997) 
with pain circuits inappropriately maintaining their post- 
injury activity. The manual muscle test is an ideal way of 
discovering these persistent abnormal functional states. 

Deviation from normal posture is often secondary to 
muscle weakness. (Hungerford et al., 2003; Hodges & 
Richardson, 1996; Stokes & Young, 1984) Hypertonic- 
shortened muscles are often secondary to antagonist 
muscles that test weak on manual muscle testing. When the 
muscle is strengthened by whatever treatment technique 
is indicated, the hypertonic-shortened muscle returns to 
normal. This often produces dramatic relief in many 
patientswho previousiywere unresponsiveor obtained only 
temporaryimprovementwhentreatmentwasdirectedtothe 
hypertonic muscle, which was usually done because it is the 
one that manifests the pain and is the moreeasily palpable. 


Structure deviates away from weak muscle toward 
the normal antagonist muscle. Hypertonicity is 
secondary to weakness (see Chapter 2) 


Balanced muscles maintain structural balance 
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Applied kinesiology is a receptor-based examination 
of the nervous and other systems that control or influence 
health. (Schmitt & Yanuck, 1999) Postural distortion 
is often caused by improper receptor stimulation from 
the joints or other areas of the body causing muscles to 
dysfunction. When the postural distortion develops, it 
causes further improper stimulation of the receptors in 
the joints and other areas of the body to compound the 
problem. 

The initial postural analysis considers the position of 
the head, shoulders, arms, trunk, pelvis, legs, and feet. Is 
one shoulder higher or more forward than the other? Is 
the head level? Is one arm rotated internally more than the 
other? Is the pelvis level? Finally, the feet and their function 
in walking are evaluated. 

One of first areas evaluated is whether the head is 
level and whether it is in front of or behind the plumb line. 
Functional balance here is particularly important, because 
the nerve receptors of the neck provide some of most 
important proprioceptor information for the maintenance 
of equilibrium. (Guyton & Hall, 2005) Also in the 
ligaments of the upper neck area are the head-on-neck 
reflexes that must organize with the visual righting and 
labyrinthine reflexes. Disorganization within thesereflexes 
causes neurologic disorganization that can manifest as 
health problems almost anywhere in the body. 

Another very important area of structural evaluation 
is the feet and will be thoroughly presented in this text. 
Neurologically, the feet have reoeptors that are stimulated 
with weight bearing that facilitate the postural muscles 
used in the upright standing position. (Guyton & Hall, 
2005) The spinal cord pattern generators involved in gait 
also receive input from the receptors in the feet. Sensory 
receptor information plays numerous roles in creating 
motor responses. (Holm et al., 2002) Cutaneous reflexes 
from the foot are important to posture and gait. 
(Kavounoudias et al., 2001) An applied kinesiologist may 
find the cause of a person’s shoulder pain, headache, 
temporomandibular joint or back pain coming from foot 
dysfunction. Muscle function improves when the body is 
returned to normal posture, thus removing strain that may 
be causing improper nerve reoeptor stimulation almost 
anywhere in the body. This will be described extensively in 
the chapters covering the foot and ankle. 


Chemical 


A system for evaluating nutritional effects on body 
function has been developed in applied kinesiology by 
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Goodheart. (Goodheart, 1968) The system appears to 
provide additional information about how nutritional, 
homeopathic, herbal and hormonal, and possible adverse 
substances may work with or affect body function. It is 
designed for use in conjunction with the physician's general 
knowledge of nutrition, as well as laboratory and physical 
diagnostic findings. It is important that theexaminer using 
this technique be thoroughly knowledgeable about the 
usual methods for determining nutritional needs. 

Observing the change in muscle function after a 
patient chews or sucks on nutrition is a frequently used 
method of nutritional testing in applied kinesiology. The 
International College of Applied Kinesiology has taken 
the stand that evaluating nutritional needs by testing 
muscle function should only be done in those instances 
when the patient stimulates the gustatory or olfactory 
receptors with the substance being tested. Additionally, 
the ICAK recommends that chemical/nutritional testing 
be done in combination with other tests (exemplified by 
Dr. Goodheart’s assessment procedures described above) 
to determine which factor improves muscle function. This 
method of nutritional testing has become an important 
addition to the standard methods used in determining a 
patients nutritional need(s). 


Essential information 
about nutritional assessments 
using AK 


The protocol used in AK to test nutrition for beneficial 
effectand chemicals which might be harmful to the body is 
as follows: a patient places a substance in his mouth or, in 
some instances, inhales itsaroma; the doctor then observes 
the change of perceived muscle strength by manual 
muscle testing. Nutrition and chemical testing is done in 
combination with evaluation of other factors which may 
influence the muscle’s function, including proprioceptors 
malfunction, cranial faults, peripheral nerve entrapment, 
etc. Clinical experience in AK reveals that a muscle 
perceived as weak maybeso from anyone or several causes. 
(Walther, 2000) 

Consider the individual who feels worse after eating. 
The usual examination is of the digestive system. Often 
cranial faults are present with this type problem. It is 
reasonable to hypothesize that the vagus nerve is being 
disturbedby thecranial faults, thuscausing digestivesystem 
problems through various mechanisms. When the cranial 
faults are observed to recur on subsequent office visits, it 
is reasonable to reassess the problem. Perhaps the patient 
does not develop a headache after eating as a result of the 
digestive disturbance; rather, activation of the jaw muscles 
causesandaggravatesthecranialfaults. Thisisrelativelyeasy 
to test. Simply correctthecranial faultsand have the patient 
chew some substance that is generally non-allergenic,such 
as almonds. If the cranial faults immediately return, it 
appears that the chewing mechanism or something in the 
patient's occlusion is disturbing cranial function, meaning 
that the cranial disturbance is secondary. As always, it is 
necessary to test the patient under the circumstances 
creating their health problem. 
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Many have used muscle testing as the sole method for 
determining effective nutrition and potentially harmful 
chemicals. This has been done without additional AK 
testing and correlation with standard physical diagnosis, 
nutritional knowledge, and laboratory tests. The 
International College of Applied Kinesiology has funded 
and participated in numerous studies to determine if this 
limited procedure is effective on a statistically significant 
basis. (ICAK, 2014) 


AK nutritional assessment calls 
for consideration of process 


When evaluating nutrition or potentially detrimental 
chemical factors, a clinician’s total knowledge must be 
part of the equation. Total AK testing, physical diagnosis, 
laboratory finding, and other general nutritional 
expertise must be correlated with manual muscle testing 
before a final conclusion is made regarding the need for a 
nutritional support. This is also applicable in determining 
the detrimental effects of a chemical or allergen. Manual 
muscle testing, as used in AK, can be the factor indicating 
further evaluation by laboratory or other means, but it 
should not be the sole method of testing for thesefactors. 

Members of the ICAK and particularly its research 
committeeare currently designing further research projects 
to elucidate the relation of muscle activity to nutrition and 
chemicals. More generally, therelationship between muscle 
dysfunction and nutritional imbalance has been explored 
in detail by many workers. (Pizzorno et al., 2007; Force, 
2003; Travell & Simons, 1999; Goodheart, 1998-1964; 
Schmitt, 1990, 1981; Diamond, 1979; Borrmann, 1979; 
Peshek, 1977; Deal, 1974) 

When a muscle is weak in the clear and it appears to 
strengthen when the patient chews a nutritionalsubstancoe, 
it is only one indication that nutrition may be required. 
A complete examination should include an evaluation of 
the patient's digestive system, dietary intake, physical 
examination, laboratory, and other diagnostic procedures 
as indicated. It may very well be that the individual has a 
digestive deficiency which is causing multiple nutritional 
deficiencies. Adding multiple supplements when food is 
not adequately being absorbed is not treating the primary 
cause of the condition. 

Sometimes that which is believed to improve function 
is, in reality, hiding the applied kinesiology indicators 
which would help correct the basic underlying cause. A 
case in point is an individual with digestive disturbanoes 
from an apparent lack of hydrochloric acid, indicated in 
applied kinesiology by bilateral pectoralis major (clavicular 
division) weakness. Taking hydrochloric acid (HCI) clears 
this bilateral weakness; if the HCI supplementation is given 
before the complete examination is conducted, it hides the 
indicator for a temporal bulge or other cranial fault. This 
cranial fault may becausingentrapment of the vagus nerve, 
thus causing hypochlorhydria responsible for the digestive 
dysfunction in the first place. The proper approach is to 
correct the cranium and any other factor that is causing the 
hypochlorhydria. In some patients normal production of 
HCI cannot be achieved and HCI supplementation must be 
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given. First try to get the patient’s system working without 
supplementation. 

Another problem which may be encountered with 
chemical testing in the framework of applied kinesiology 
is prescribing nutritional complexes before other factors 
which are adversely influencing the body have been 
corrected. It is frequently noted that a new patient will 
respond to numerous nutritional testsevaluated by manual 
muscle testing. If, however, the physician will refrain from 
immediately prescribing the nutrition and makestructural 
corrections— such asspinal subluxations, fixations, cranial 
faults, muscular imbalances wherever found, lower body 
disturbances, etc. — there will often no longer bea need for 
the supplementation. This is even true prior to changing 
the diet, which — if needed — should be primary to 
supplementation. The immediate use of nutrition as noted 
above mayeven cover upsomeof thestructural corrections 
which need to be made. It must be remembered that while 
the nutritional approach has much to offer, prescribing 
supplementsandchangingapatient's dietwill noteffectively 
correct the muscular, skeletal, neurological or vascular 
dysfunctions caused by musculoskeletal dysfunctions. 

Goodheart advises: “Naturally, make any structural 
subluxation, fixation correction your prime concern: 
structural correction first, then nutrition to modify and 
correct structurally caused problems. This allows YOU to 
get the credit for patient recovery, not the “pills”. Except in 
acute cases, delay immediate nutritional support for this 
psychologically valid reason. Naturally your own judgment 
is the final determining factor.” (Goodheart, 1990) 

The optimum goal is to return the patient's body to 
normal function. Often the use of nutrition isan allopathic 
method of getting the body to do what the physician 
desires rather than releasing the body to control itself in 
a normal manner. This is especially true of megavitamin 
dosage. Long-term nutritional supplementation, especially 
in high dosage, may cause side effects. The proper use of 
applied kinesiology in evaluating nutrition is made within 
the total framework of the triad of health wherein physical, 
psychological, neurological and endocrine systems interact 
and express themselves through the muscular system, and 
the AK approach includes standard diagnostic procedures 
which confirm the need for the nutrition. 

Glandular substancesare used effectively as nutritional 
products in applied kinesiology. (Schmitt, 1990, 1981) 
Before recommending their use, one should evaluate the 
total glandular system. When only one or two factors are 
evaluated, the nutritional product indicated may be for 
a secondary factor. Proper treatment may be to another 
gland dysfunction which is primary and in turn causing 
the secondary problem. Testing only one gland and not 
recognizing the interaction is the use of manual muscle 
testing in a limited, simplistic manner which does not 
incorporate the full scope of applied kinesiology. 

A recent study published in the Journal of Physiology 
(Chambers et al., 2009), provides useful information for 
understanding more about the long-standing hypothesis 
of oral-nutrient manual muscle testing. This studyshowed 
thatthere may beaclassofso far unidentified oral receptors 
that respond to glucose, water and other nutrients, and 
that these reoeptors activate specific areas in the brain 
as detected with functional MRI. The evaluations were 
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performed on athletes with asweet carbohydrate solution 
used in the mouth. The researchers showed that the brain 
responses to glucose in the mouth may mediate emotional 
and muscular responses and improveathletic performance. 

It is worth re-emphasizing that the cause of human 

diseaseanddysfunction, asperceivedbyappliedkinesiology, 

might include a variety ofstructural and constitutional 

features such as cranial faults, subluxations, fixations, 
facilitated segments, organ dysfunction, endocrine 

imbalance, lowered general vitality, toxicity, nutritional 
deficienciesand more. The broadscope of “causes” that can 
be identified with applied kinesiology methods have been 
described in full. (Leaf, 2010; Garten, 2004; Frost, 2002; 
Gerz, 2001; Walther, 2000; Maffetone, 1999) 

AK permits such major determinants of health as 
nutrition and stressto becomeintegrated within theholistic 
physician’s central tenet and message. No longer does 
nutrition appear asan adjunct (and arguably alien) concept 
which is difficult to rationalize with the more traditional 
concepts of the chiropractic subluxation, the osteopathic 
lesion or manual medicine’s somatic dysfunction. The AK 
approach to nutritional assessment (in combination with 
other standard measurements) permits the physician a 
reliable tool which connects a nutritional substance with a 
modifiable impairment (the inhibited muscle as tested with 
the MMT). 

Since Goodheart (Goodheart, 1968) described 
how chewing nutrition changes the results of a manual 
muscle test under certain circumstances, there have been 
numerous modifications to his original method of testing; 
many are not viable from the AK’s viewpoint. 

For these reasons the International College of Applied 
Kinesiology issued a status statement in 1983 and updated 
in 1987: 

“Nutritional evaluation (by muscle testing) 
should be done only with the subject tasting the 
substance. It is also necessary to evaluate other 
factors which may influence the perceived 
muscle strength. Confirming diagnostic criteria 
for the need of any nutrition should be present 
from the patients other diagnostic work-up, 
which may include history, type of dysfunction, 
laboratory tests, physical diagnosis, and dietary 
inadequacies...An adequate educational 
background is needed in evaluating nutritional 
needs and manual muscle testing. The use of 
manual muscle testing by lay salespeople has 
created problems due to their untrained statusand 
enthusiasm to sell their products.” (ICAKUSA 
Status Statement) 


Accordingly, the likelihood of omitting or 
misinterpreting crucial elements of AK from the scores of 
derivative procedures that have been cited in the literature 
is high, such that many of the criticisms of MMT in AK 
which have appeared in the literature appear to have been 
directed at incomplete renderings of AK methodologies. 
The following review of certain derivatives of AK and 
their gaps should offer substantial responses to the most 
common attacks that have been leveled against the use 
of the MMT in the evaluation of patients with potential 
biochemical imbalances. 

As noted previously, the AK method consists of having 
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the nutrition stimulate the gustatory or olfactory nerve 
receptors. Another method has come into use by some 
in which the nutrition or other substance being tested is 
simply held in the hand or laid on the abdominal area,and 
a muscle is tested for weakening. Those using this method 
do not have the substance directly contracting the skin; 
sometimes they even have the substance contained within 
avial. 


Critical assessments of 
AK methods of nutritional 
evaluation in the literature 


To study the validity of such methods, the ICAK 
Executive Board sponsored a double-blind study with 
Triano (Triano, 1982) as the principal investigator. Triano’s 
investigation, while correctly blinding both patient and 
practitioner from various nutritional extracts tested, failed 
to distinguish MMT strengthening of the latissimus dorsi 
(LD) when tissue substances from a variety of sources 
were administered either sublingually or topically. It was 
found that hand-holding nutrition or chewing it failed to 
significantly change the strength of a specifically 
associated muscle. The study reports that there is no one- 
to-one association between certain muscle weaknesses 
and aspecific nutrient that always strengthens the muscle. 
However it must be noted that this assertion has never 
been made by the ICAK. The LD, originally found to be 
inhibited, responded with roughly equal probability despite 
the source (pancreatic, cardiac, thymic, or testicular) of 
the extract, contradicting the opinion that the pancreatic 
extractshould haveexhibited auniquestrengtheningeffect. 

However, numerous flaws substantially weaken this 
investigation’s conclusions: 


+ For the ingested substances, no effort was made 
to rinse the mouth between administrations— 
increasing the possibility of carryover. 

+ There is no indication that the subjects were 
monitored closely enough to avoid changes in 
the test position or recruitment of synergistic 
muscles during the duration of their individual 
tests. 


+ It has been shown elsewhere that no single 
nutritional factor correlates with a specific 
muscle per se; rather, the overall health 
(including emotional state) of the patient 
influences to what extent muscle function will 
change in response to nutrients. (Leaf, 1985) 


AK nutritional assessments: 
how not to conduct a study 


In the 1980’s a study was published that suggests that 
applied kinesiology is unreliable for assessing nutrient 
status. (Kenney et al., 1988) Although the ICAK strongly 
favors research on applied kinesiology methods, exception 
must be taken to studies that are improperly conducted. 


ÄRA - 106 - 


The study by Kenney et al. purports to investigate applied 
kinesiology testing of nutritional supplementation, but it 
studies nothing that the ICAK supports or teaches. 

The study centered on two lay people and one 
chiropractor who evaluated nutrition by touching “Ridler” 
reflex points or by somehow evaluating acupuncture 
meridians; neither method is described in the literature 
accepted by the ICAK as reference material for the applied 
kinesiology diplomate examination. The method used in 
the study to evaluate nutrition via acupuncture meridians 
is not presented in the paper’s description of methods. We 
are not aware ofany method of evaluating the acupuncture 
meridianswithmanualmuscletestingtoevaluatenutritional 
status. The paper describesthethree muscle testersas being 
“... recognized and experienced in applied kinesiology 
techniques.” However the two lay persons would not be 
eligible to attend ICAK-conducted applied kinesiology 
education programs; one must be licensed as a primary 
health care provider to attend ICAK educational programs. 
The reason for this is that the ICAK recognizes the need 
for standard diagnostic procedures to be combined with 
applied kinesiology methods. It is necessary that one have 
expertise in standard diagnosis prior to studying applied 
kinesiology. Thechiropractor in thestudy is apparently not 
recognized by the ICAK, because the methods used in the 
study are contrary to those taught to the members of the 
organization. 

A full-page chart shown in the paper is described as 
“...a typical ‘nutritional test chart’ used by applied 
kinesiologist.” Again, as long-term applied kinesiologist 
and authors on the subject, we have never seen this chart 
before. It shows numerous points to touch on the skin to 
indicate various nutritional deficiencies. This s NOT apart 
of applied kinesiology, nor has it ever been printed in the 
applied kinesiology literature. The statement made on the 
chart, “Muscle response testing for possible nutritional 
deficiencies is an intuitive scienoe.” It must be wondered 
what an “intuitive science” is, since the terms appear to be 
oxymoronic in nature. 

Predictably, the outcomes these examiners’ muscle 
testing to evaluate nutritional status in the described 
manner was virtually random. The “arm test” as described 
byKenneyetal ignoresmostoftheaccuracy issues necessary 
to AK MMT. (Schmitt & Cuthbert, 2008; Walther, 2000) 
The first deficiency in this study is that there is no evidenoe 
of quality muscle testing. The study failed to determine 
intra- and inter-examiner reliability between the three 
individuals. Much research has been done documenting 
the intra- and inter-examiner reliability of the manual 
muscle test; statistical agreement turns out to bea product 
of proper training and discipline and assurediy will not 
be manifest without such preparation. The failure of this 
study to demonstrate intra- and interobserver agreement 
among the 3examiners was in stark contrast to the copious 
data in these respects for AK. (Cuthbert & Goodheart, 
2007) When properly done, there is a goodinter-examiner 
reliability. (See chapter 4, on the Reliability and Validity 
ofMMT) 

Attempting to study the reliability of testing nutrition 
by manual muscle testing without determining the muscle 
testers’ reliability is akin to evaluating the effects of dietary 
change on serum cholesterol levels when it is unknown 
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whether the laboratory can reproduce its results in 
quantitating serum cholesterol itself. Because of thestudy’s 
failure to first establish the muscle testers’ intra-and inter- 
examiner reliability, there would ordinarily be no point in 
discussing this study further because the validity of any 
results must be questioned. There is value, however, in 
continuing to evaluate the study to help prevent its other 
errors in future, better-designed studies. 

The blood of thesubjects tested in thestudy by Kenney 
et al. (Kenney et al., 1988) was analyzed for thiamine, 
zinc, and vitamins Aand C, which were the substances the 
muscle testers were attempting to evaluate in the subjects. 
The laboratory results compared to the deficiency finding 
of the three muscle testers were random, as would be 
expected by anyone knowledgeable in applied kinesiology 
methods. If the other aspects of this study had actually 
followed applied kinesiology methods, this portion of the 
study would have been informative. When the results ofa 
muscle test change from chewing a nutritional substance, 
it is unknown whether it is as a result of actual vitamin or 
mineral deficiency, or if the stimulation to the gustatory 
receptors causes change in various aspects of nervous 
systemfunction. Therearenumerousstudiescitedinapplied 
kinesiology literature (Walther, 2000) showing immediate 
change in nervous system function upon stimulation ofthe 
gustatory receptors. For example, the work of Chamberset 
al and Kareetal (Chambers et al., 2009; Kare et al.,1969) 
describe studies showing that gustatory and olfactory 
receptor stimulation causes almost immediate changes in 
many types of body function. 

The study compares the three examiners’ manual 
muscle test findings with the subjects’ strength produced 
against a Cybex II dynamometer. The results were slightly 
worse than random guessing. This may be a product of 
poor manual muscle testing, and/or the fact that producing 
power against a dynamometer does not give the same 
results as manual muscle testing. Manual muscle testing 
is NOT a test of 'strength”. The timing and application of 
force against the subject's resistance is the key factor that 
influences the examiner’s perception of strength. (Nicholas 
et al., 1978) The concentric or isometric contractions in 
a Cybex dynamometer test, as opposed to the ecoentric 
contractions of the manual muscle test, employ different 
neurologic factors. (Harms-Ringdahl, 1993; Walther, 
2000) 

The authors cite Nicholas et al. to make a point about 
touching the skin, but they fail to mention that in the same 
study (Nicholas et al., 1978) there wasa failure to duplicate 
manual muscle testing with Cybex II isometric testing in 
a strong population of subjects. The extensive studies of 
Nicholaset al.show that dynamometer muscle testing, such 
as the Cybex II, cannot reproduce the results of manual 
testing. They state, “What is measured manually cannotbe 
measured by the Cybex alone.” 

The reader may now better understand other studies 
that have criticized the nutritional component of Applied 
Kinesiology by failing to find positive results involving a 
variety of substances affecting muscle testing results. The 
problem with each of these evaluations of AK is that all 
have avoided having the patient insert any substance at all 
in the mouth and thus bypassing the gustatory response, 
e the studies evaluated an “AK” that the ICAK neither 
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recognizes, teaches nor endorses. Instead, patients in all 
these studies have simply held bottles of sugar, (Brand, 
1989; Quintanar & Hill, 1988; Radin, 1984) sand, sucrose, 
(Kendler & Keating, 2003; Arnett et al., 1999) or the 
toxins hydroxylamine hydrochloride, (Schwartz et al., 
2009) or even snake venom. (Ludtke et al., 2001) 


Nutritional considerations a 
necessity in holistic treatment 


Over the past 45 years, manipulative approaches 
have been foundational to the formation and evolution 
of applied kinesiology thought and practice. The 
considerable expansion of applied kinesiology research 
into nutrition, life style and physiology has also inspired 
in modern applied kinesiology a much greater orientation 
to metabolic approaches for the promotion of health and 
the treatment of disease. While this approach has much to 
offer, prescribing supplements and changing a patient's 
diet do not correct those neurological, muscular, 
Iymphatic, vascular, and/or energetic dysfunctions caused 
by musculoskeletal problems. Problems can range from 
mechanically impaired joints chronically releasing pro- 
inflammatory chemical mediators that cause functional 
impairments throughout the body to tissues beingso poorly 
vascularized, or their Iymphatic drainagesocompromised, 
that no amount of detoxification or supplementation can 
restore normal function. Additionally, small intestine 
dysfunction comes from many sources, and no amount of 
nutritional supplementation will overcome the deleterious 
consequenoes of a mal-absorbing gut. 


Triad of Health in Applied 


Travell & Simons (Simons et al., 1999) discuss the 
propensity of nutritionally deficient individuals toward 
musculoskeletal disorders. These researchers have found 
that subjects with musculoskeletal symptoms and signs 
(particularly myofascial trigger point pain) are more apt 
to be consuming relatively more refined carbohydrate 
foodstuffs than those free of such clinical findings. They 
also show that the lack of certain other nutritional factors 
causesan increased incidence of musculoskeletal problems. 
Returning nutrition to normal would lead to a decreased 
incidence of musculoskeletal pain and in particular 
myofascial pain syndromes. The renowned osteopath Dr. 
Robert Fulford used herbal medicine in his clinical practice 
as prescribed by the use of the opponens pollics MMT 
derived from AK. (Comeaux, 2002) 

The scientific literature supporting nutritional 
supplementation is extensive and goes back over 100 years. 
(Pizzorno et al., 2007) Throughout our years practicing 
and studying the art and science of chiropractic and 
applied kinesiology, we have expanded our understanding 
of the importance of nutritional treatment in conjunction 
with conventional treatment modalities. Pain reduction is 
one aspect of our responsibility to our patients; helping 
them prevent as well as recover from disease, and achieve 
their optimum health is another. Frequently, nutritional 
supplementation is required. 

Alarge number ofclinicaloutcomestudies haveshown 
the benefit of the AK approach to the clinical diagnosis 
and treatment of nutritional, metabolic, and hormonal 
disorders in patients. 


Table 1 
Partial list of nutritional disorders underlying clinical conditions diagnosed and 
successfully treated using applied kinesiology methods 
(Also available from ICAKUSA, 2012; ChiroACCESS, 2012); (References in Appendix 1) 


Achlorhydria/ 
Hypochlorhydra 


Belli, 1990 
Stoutenburg, 1984 


Dieterle, 1978 
Schmitt, 1976 


Acid-Alkaline balance 


Leaf, 1991 
Duffy, 1988 
Deal, 1974 


Addiction/anxiety 


Callahan, 1988 


Adrenal Stress Disorders 


Mincey, 2005 

Duffy, 1991 (Addison’s Disease) 
Hambrick, 1990 

McBride, 1985 (Allergy) 

Sinett, 1979 (Hyperadrenia) 

Branham, 1985 (Drug withdrawal) 
Deutsch, 1975 (Ligament stretch reaction) 


Aerobic deficiency ee 
syndrome 
Schmitt & Leisman, 1998 (n=17) 
Lebowitz, 1989 
Allergy Lebowitz, 1988 


Sprieser, 1987 
Schmitt, 1983 
Borrmann, 1983 


N 
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Table 1 (continued) 


Cuthbert, 2008 (n=10) 


Autaımaa Duffy, 2001 

Lebowitz, 1989 (n=50) 
Candida Albicans u 

Mowles & Schmitt, 1983 

Waxenegger et al., 2007 (n=11) 
Cholesterol Brea, 1988 

Myerowitz, 1977 
Common cold/Flu \ ss 
Crohn’s disease Duffy, 1991 (n=2) 
Cryptorchidism Maykel, 2004 
Cystitis Zmenak, 1981 
Depression Borrmann, 1983 
Diabetes, gestational Hickey, 2008 
Diabetes insipidus Duffy, 1991 (n=2) 


Cuthbert & Rosner, 2010 


Ear infections Duffy, 1999 (n=3) 
Endometriosis Alis & Alis, 2004 
Epilepsy Schmitt, 1988 


Lebowitz, 1988 


Free radical excess Schmitt, 1985 


Graves’ disease Duffy & Duffy, 1991 (n=4) 
Herpes zoster 
(ophithalindens) Obersteadt, 1992 
Stegagno, 2004 (n=364) 
Hypertension Triano & Ziegler, 1977 (n=19) 
Sinett, 1977 
Hypothyroidism Schmitt, 1976 


Hickey, 2008 
Kaufman, 1997 (n=4) 


Infertility Duffy, 1993 
Heidrich, 1991 (n=4) 
Mucous colitis Stoner, 1977 


Calhoon, 2005 


Multiple sclerosis Ciprian, 2004 


Panic attacks Duffy, 1999 
Pre-Menstrual a 
Syndrome 

Reflex sympathetic 

dystrophy Rogowsky, 1989 


Cuthbert & Rosner, 2010 (n=1) 


Restless leg syndrome Cuthbert, 2007 (n=23) 


It is well known that emotional tension can cause 
Mental bracing of muscles leading to headaches, jaw pain, pain 
across the shoulders, etc. The link between the body 
and the mind has been well established in the scientific 
literature over the past 5 decades and confirms the AK 
and holistic view that these two realms of the suffering 
individual cannot be separated in their function. Releasing 
these tensions by various psycho-somatic approaches 
may be necessary to bring the structural problem under 
control. The chemical side of the triad is often influenced 
by those working with mental processes by returning 
balance to the autonomic nervous system. This imbalance 
causes health problems related to organs and glands. For 
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example, the over-acid stomach is an example of chemical 
imbalance from emotional stress. This imbalance is often 
treated through the mental sideof the triad of health in AK. 
Similarly, psychosocial issuesmight playa partencouraging 
sympathetic arousal, modified neural function, altered pain 
thresholds and more. 

Individual physicians and entire healing professions 
have learned over the past century that weshould not make 
ahard distinction between “mind” and “body” as origins of 
pain. This has been the fall of much medical practice in the 
past and there has been asteadily growing recognition in all 
of the healing professions that there is a need to deal with 
the whole person. Since we know psychological factors can 
influence the body, then the reverse is probably true as well 
and it may be that as part of the treatment and restoration 
of someone with chronic pain and psychological distress, 
appropriate physical work can contribute toward their 
recovery. (Cuthbert & Rosner, 2011) What is needed 
though is recognition that the emotional side of the triad 
of health demands skillful attention in many cases, just as 
much as do the physical manifestations of dysfunction. 
(Neuro Emotional Technique, 2012) 

Modelssuchasthetriad of health in applied kinesiology 
which attempt to integrate the physical and psychosocial 
manifestations of musculoskeletal pain are long overdue in 
the understanding of musculoskeletal pain and will provide 
a framework for future investigations of musculoskeletal 
conditions. They will also provide the basis for the 
integration and appropriate timing of treatments directed 
toward both physical impairments and psychological 
factors, as necessary. It is suggested that this integrated 
approach will be the way forward in the management of 
musculoskeletal pain rather than the separation of physical 
and psychological factors that so often occurs in clinical 
research and practice. 

Throughout these texts illustrations will be given of 
how muscle testing can be utilized to evaluate thestructural 
and chemical sides of the triad of health. The mental side 
is also present in muscular function as observed by 
manual muscle testing. (Neuro Emotional Technique, 
2012; Thought Field Therapy, 2012; Mollon, 2008; 
Walther, 2000; Callahan, 2000, 1985; Monti et al., 1999; 
Goodheart, 1998; Durlacher, 1997; Diamond, 1985) 
Here, too, there is a correlation with the association of 
various muscles with the different organs and glands of the 
body. Theassociation is notasclear cutasthechemical and 
structural factors becauseemotions tend to affect theentire 
body and is infinitely more complex, forever changing. 

Applied kinesiologists are able to speak about patients 
with chronic health problems where biomedicine becomes 
inarticulate. Allopathic medicine frequently fails to verify 
a patient's chronic pain, particularly when it's considered 
“psychological”. Attitudes from physicians who treat 
chronic pain as if it is unjustified, unfounded, or annoying 
heighten a patient's anguish and intensify their suffering. 
(Engelbart & Vrancken, 1984) Applied kinesiologists 
never put a patient's pain in the category of “psychological 
illIness” because psychosocial problems show up during 
the manual muscle testing examination. By verifying the 
underlying psychological distress underlying a patient’s 
pain in this way, AK validates the patient's experience. Even 
for patients with acute somatization of psychological stress, 
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the AK clinician’s assertiveness, clarity, and precision offer 
reassurance and options. 

In the current multi-dimensional model for the 
management of musculoskeletal pain (a model that is 
embracing more and more of the integrative aspects 
of applied kinesiology’s triad of health philosophy), 
psychosocial and psychological factors are considered 
to have a role in the initiation and perpetuation of 
musculoskeletal pain conditions. (Linton, 2000; Sandman 
& Backstrom, 1984; Selye, 1976; Schwartz et al., 1973) 
It is important for clinicians to have an understanding of 
the involvement of these factors and to possess a reliable 
method for measuring the effect of these factors upon 
musculoskeletal function (as with the manual muscle test), 
such that treatment strategies can include the psychological 
influences occurring in patients, and appropriate referral 
be made when required. However it should be noted that 
the relationship between psychosocial/psychological 
variables, physical impairments, and pain and disability 
is still complex and not yet fully understood. Clinicians 
must maintain an open mind with respect to the potential 
interrelationships between these factors. (Diamond, 2012; 
Jull, 2008; Linton, 2000) 

A review of psychological risk factorsfor back and neck 
pain (Linton, 2000) concluded that strong evidence exists 
that psychosocial and psychological factors are “clearly 
linked to the onset of back and neck pain.” Sandman and 
Backstrom, (Sandman & Backstrom, 1984) achiropractor 
and a psychologist respectively, write that unless the 
influence of stress upon the body and mind are adequately 
addressed “no permanent reduction of the negative 
feedback loop is possible.” Korr (1997) wisely remarks “lt 
is no semantic accident that ‘posture’ and ‘attitude’ apply 
to both the physical and psychological domains. Given the 
unity of the body and mind, posture reflects the history and 
status of both and helps in determining where and how the 
body framework is vulnerable.” 

Goodheart’s conoept of the triad of health challenged 
the traditional mind/body dualism in biological thought. 
He posited reciprocal influences among the organism’s 
psychology, behavior, environment and overall health. 
Goodheart cleaved to DD Palmer’s credo, the founder of 
the chiropractic profession, that “| have never considered 
it beneath my dignity to do anything to relieve human 
suffering.” Palmer’s (like Goodheart’s) conception of the 
causes of disease and dis-ease implies that integrated 
approaches are sometimes necessary. 

A passage from Goodheart’s early Applied Kinesiology 
1971 Research Manual is illustrative: 

“Emotional Patterns. Because of previous 
organization of man'sstructure into theequilateral 
triangle hypothesis with the base being structure, 
one side being chemical and the other side 
psychological, it is important to understand the 
effect of psychology upon both the structure and 
chemistry. In several well-documented situations 
in my own practice, I have observed the effect 
of strong shocking emotion on the patient’s 
psychology. Ineach instancethepatientwasawell- 
organized, integrated individual who received an 
emotional shock of one form or another which 
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resulted in an immediate and startling reduction 
in the relative tone of a particular muscle and in 
each instance it happened to be the pectoralis 
major clavicular division, although in myopinion 
it is not always this particular muscle group that 
is affected.” 


From this investigation — almost a decade before the 
development of psychological bodywork andsimilar mind- 
body and energy psychology approaches -- the use of AK 
manipulative, reflex, nutritional, and meridian therapeutic 
approaches for emotional disturbances were introduced by 
Goodheart into the chiropractic profession and beyond. 
Goodheart would later add many other testable physical 
indices for psychosomatic or somatopsychic disorders 
affecting patients. 

It is relatively easy with musde testing to observe an 
emotional factor that is influencing an individual’s health. 
When an emotional stress is introduced, a previousiy 
strong muscle will weaken. If the emotional stress is 
strong enough, almost any muscle in the body will show 
the change. (Monti et al., 1999) The best way to observe 
an emotional effect on the body is to test a specific aspect. 
For example, if digestive problems are suspected to be 
caused by emotional disturbance, the examiner can test the 
muscles associated with different aspects of digestion, such 
as the pectoralis major (clavicular division) muscle for the 
stomach and the tensor fascia lata muscle for the colon. If 
these muscles test strong, the examination procedure can 
begin. Ifthe musclesare notstrong, theexaminer must find 
and use the appropriate therapeutic approach to strengthen 
them. The patient is then requested to concentrate on a 
suspected emotional problem. It may be a situation at 
work, a marital problem, a delinquent teenage daughter,or 
any number of other stressors that may be related to the 
digestive problem. 

As the patient concentrates on a specific emotional 
problem affecting his health, there will be a weakening of 
muscles in his body. Theweakening will bemostdramatic in 
muscles associated with organs or glands being influenced 
by the stress. This fits directly into the 'facilitation and 
sensitization’ model of Korr for understanding the effect of 
psychological stress upon physical function. (Korr, 1997) 
If the individual is having digestive problems correlating 
primarily with stomach dysfunction, the pectoralis major 
(clavicular division) muscle will weaken. If hyperperistalsis 
and subsequent problems are developing in the colon, the 
tensor fascia lata muscle will weaken most significantly. 
The same concept can be extended to evaluate other 
organs and glands, such as the adrenal glands, which are 
frequently disturbed as a result of emotional stress. This 
system of evaluation helps to find problems that need a 
further therapeutic approach (for example, counseling) to 
recognize and control the problem, or the physician can 
recommend action to alleviate it, such as changing jobs. 

The original development of manual muscle testing 
assessmentfor psychosocial disorderswasamajorchange in 
the practice of chiropractic and psychotherapy. In general, 
chiropractic and manual medical techniques have evolved 
steadily over the years. However, every so often, a major 
leapforward occurs. (Kuhn, 1996) Frequentlyan individual 
appears who is able to integrate a broad perspective on 
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a particular problem and offer new solutions to an old 
problem. Goodheart offered one of these major changes in 
natural health care practice. Goodheart’s approach for the 
assessment of psychosocial stressors that are affecting the 
organism has stood the test of time and developed into an 
extremely useful approach for many therapists around the 
world. The fact that this method has been adopted not only 
by chiropractors but also by many of the other professions 
using psychological and manual approaches is a mark of its 
usefulness. 


Somatization — 
mind and muscles 


The principles of MMT developed in applied 
kinesiology were adapted by John Diamond in Behavioral 
Kinesiology, (Diamond, 2012, 1985, 1979) and further 
developed by Roger Callahan in Thought Field Therapy 
(Thought Field Therapy, 2012; Callahan, 2000, 1985) 
and form the basis of contemporary ‘energy psychology’, 
a popularized form of these works that originated in 
AK. Dr. Scott Walker has developed Neuro-Emotional 
Technique within the chiropractic profession and has 
published significant outcomes research related to the 
diagnosis (using the MMT') and treatment (using manual, 
meridian, nutritional, homeopathic, and reflex methods) 
of psychosocial disorders. A review of this research should 
be made by anyone wishing to expand their knowledge in 
the area of psychosocial dysfunction. (Neuro Emotional 
Technique, 2012) 


_ Dr. Scott Walker with Dr. Goodheart 


Dr. John Diamond was the first medical clinician- 
scientist in the psychological field to use and scientifically 
write about the meridian system’s influence on human 
behavior and the link between the acupuncture meridians and 
the emotions. Diamond is a psychiatristand past president 
of the International Academy of Preventive Medicine, and 
was critical in bringing many leaders in the field ofC.A.M. 
to Goodheart’s attention, and bringing Goodheart's work to 
manyleadersinthe C.A.M. communityaswell. Hispioneering 
concepts, together with some of the concepts developed by 
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Goodheart in appliedkinesiology, formed thebasison which 
anew method ofholistic psychology were formed and from 
his work thenewfield of “energy psychotherapy” developed. 
(Diamond, 1985, 1979) 


Dr. John Diamond with Dr. Goodheart 


Dr. Goodheart said “Dr. John Diamond has been a 
friend and physician colleague for over thirty years. He 
alonedeservesaNobelPrizefor hisaccurateobservationson 
the acupuncture meridians and emotions.” From his initial 
work Dr. Diamond hasspent 35 years developing methods 
of diagnosing and treating what he calls “The Acupuncture 
Emotional System”, associating the major positive and 
negative emotions with each meridian and thereby offering 
one possible pillar for psychosomatic medicine. In his view 
the acupuncturesystem is the communicating link between 
the emotions, the organs, and the muscles. Diamond is 
a psychiatrist who, after he met Dr. Goodheart, became 
interested in the psychological and the psychiatric aspects 
of AK, “as I realized it could give us instant access to the 
unconscious.” Just as Sigmund Freud (1900) revealed how 
dreams may prove to be a “royal road” to the unconscious 
mind, Dr. Diamond hasshown how manual muscle testing 
during psychological questioning functions as another 
window to hidden motives and emotions. This is what 
makes Diamond’s work so congruent with psychoanalysis 
and applied kinesiology. Diamond'’s work also had astrong 
influence on the renowned osteopath Robert Fulford, D.O., 
with whom he corresponded. Fulford found Diamond’s 
book Life Energyessential, (1985) andhis discussion ofbirth 
trauma, critical to his development of methods to release 
cranial injuriesinchildrenatbirth. Diamondrelatesissuesof 
fear, hate, and envy that mayaccompany the infant’s leaving 
thecomfortofthewomb. Asawhole Diamond’sworksuggests 
that the body and the psyche progress in parallel during 
the developmental process, and that intervention aimed at 
improvingtheemotional-adaptiveresponseforthepatientto 
the birth experience and life traumas is fundamental. 

Dr. Roger Callahan was the founder of Thought Field 
Therapy and other mental health approaches which he 
developed from Goodheart’s discoveries after attending an 
AK seminar taught by Drs. David S. Walther and Robert 
Blaich in 1981. He was also influenced by Dr. Diamond, 
and created important diagnostic and treatment methods 
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around the AK concept of “psychological reversal.” 
(Walther, 2000) Callahan wrote in a letter to Goodheart 
(reproduced below), “| want to thank you for your brilliant 
discoveries which made my work possible.” (1981) Blaich 
presented his research findings regarding the specific 
treatment methods of Callahan for “psychological reversal”. 
Using various AK treatment methods, Blaich attempted to 
improve the reading speed and comprehension of a group 
of professional people who were already high achievers. 
Blaich found that the treatment for psychological reversal 
was the most rapid and simple of the various treatments 
used and the most effective treatment modality found. 
“Dr. Callahan’s procedure seems to have a very significant 
impact on human performance.” (Blaich, 1988) 


Both Drs. Diamond and Callahan have built 
substantially on Goodheart's psychological work since 
their initial discovery of it. One of their most important 
discoveries is the concept of “psychological reversal” (PR). 
Walther emphasizes the importance of finding and fixing 
this problem when it presents in a patient undercare. 


“Most practicing physicians can recognize 
psychologically reversed individuals in their 
practices. These are often the individuals who 
respond poorly to treatment: when there is some 
improvement in a condition, they will dwell on 
the negative aspects. Even when the improvement 
is pointed out, they will immediately change the 
subject back to the negative aspects.” 


Chaitow and DeLany aptly describe these individuals 
as “thick-file patients” (also “heart-sink patients” sincethis 
is the effect they have upon the practitioner). (Chaitow 
& DeLany, 2002) The use of the MMT in the evaluation 
of these patients, and the technologies developed in AK 
regarding psychological reversal and the mental side of 
the triad of health, can quickly help identify and then 
successfully untangle these complex psychosomatic 
individuals. 


Emotional Freedom Techniques, commonly known as 
“EFT,” is a popularized form of “energy psychology”. Its 
founder Gary Craig (an engineer) gives Dr. Goodheart 
credit for its development. Dr. Roger Callahan was Craig’s 
teacher, and from Craig’s use of these insights, developed 
methodsthat havespreadaround theworld. (Craig, 2012) If 
you go to the popularalternativemedicine website Mercola. 
com, you will find nearly 11,000 listings about Emotional 
Freedom Technique. It should be remarked that the field 
of energy psychology originally derived from the accurate, 
standardized MMT developed by Goodheart. This can 
be overlooked by people who are exposed predominantly 
to EFT methods that have eliminated manual muscle 
testing in the evaluation of the psychological side of the 
triad of health. Thought Field Therapy and its extensions 
are practiced by many hundreds of thousands of people, 
perhaps in themillions, many more than have been reached 
by AK itself. 


Dr. Phil Mollon (one of the leading writers in the new 
field of “energy psychotherapy”) credits Goodheart with a 
fundamental contribution to the development of this new 
field ofstudy. Mollon’shistory of Goodheart’s contributions 
to energy psychology is exhaustive. (Mollon, 2008) 
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Mollon briefly summarizes a few of the contributions 


of Dr. Diamond: 


He extended the field of muscle testing, 
exploring emotional truth, as well as the impact 
ofall manner of mental stimuli upon the human 
system. 


He identified the links between specific 
meridians and emotions. 


He discovered how muscle testing of meridian, 
acupuncture, and alarm pointscould be used to 
identify the meridian imbalance underlying an 
emotional state. 


He discovered how meridian imbalance may 
occur in layers, and how these may correspond 
to layers of emotions. Thus, he used muscle 
testing to identify thesequenceof meridians that 
required treatment in relation to a particular 
emotional problem. 


He discovered how meridians that are out of 
balancecanbecorrected byspecificaffirmations. 


Thus, he discovered an efficient way of 
identifying how the meridian system is out of 
balance in relation to an emotional problem, 
fear or phobia, and how to correct this. 


Healso identified profound obstacles to healing, 


such as the reversal of the body’s morality” 
(what is called “psychological reversal” in AK). 


Mollon summarizes the contributions of Dr. Roger 


Callahan: 


Discovery of an extremely effective method of 
treating emotions problems — contrasting 
starkly with the relative ineffectiveness ofeearlier 
talk based therapies. 

Discovery of the way in which emotional distress 
is encoded in the energy field of the body. 
Development of an efficient way of diagnosing 
these encoded perturbations through muscle 
testing. 

Development of the algorithms of regularly 
occurring meridian sequenoes. 

Exploration of psychological reversal and its 
treatment. 
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+ Exploration of how psychological reversal is 
manifest in voltage shifts on the surface of the 
body, measurable with ordinary voltmeters. This 
is an objective measure of the body's physiology 
involving heart rate variability. 


+ Development of simple and efficient ways of 
correcting neurological disorganization through 
collar bone breathing and the nine gamut 
procedure. 


» Exploration of the use of heart rate variabilityas 
an objective indicator of the affects of TFT. 


Although mental health counseling and spiritual 
advisement are important aspects in the holistic approach 
to health care, it must be recognized that many of the 
mental problems from which people suffer are caused by 
dysfunction of basic physiology within the body. Many who 
have significant depression and are unable to cope with the 
daily stresses placed upon them by the environment turn 
out to have a blood-sugar-handling dysfunction as their 
basic underlying cause. During periods of the day, the blood 
sugar drops to such low levels that the nervoussystem, both 
peripheral and central, simply cannot function optimally. 
(Messier etal., 2011) Mental confusion develops, and what 
would ordinarily be asimple problem to handle cannot be 
manage. If this condition becomes chronic, the sufferer 
will obviously develop actual emotional stress because he 
cannot handle the requirements of employment or relate 
well with the people in his environment. By this stage, 
counseling may besignificantly needed; however, it will not 
be effective until the basic underlying cause of the sugar- 
handling problem is eliminated. Then counseling becomes 
easier and more productive. 

In the evaluation of every patient with psychosocial 
distress, the physician must reflect on the capacity of 
the individual patient and the practitioner to handle 
the emotional releases that might occur if these issues 
are brought into the treatment room. If the patient 
or the physician cannot process the pain that these 
psychoemotional releases may induce, they may best 
be left untreated until counseling or psychotherapy or 
philosophical maturity lead to the patient’s ability to deal 
with these issues and memories. 


Improved 


Patient 


Outcomes 
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Historical Caveat: Dr. Roger Callahan 


DR 7 <c ) 
‚Hoge PJM.D 
Ir PR; Callahan. Is. ID 
9200 SUNSET BOULEVARD ® SUITE 932 
LOS ANGELES, CALIFORNIA 90069 
TELEPHONE (213) 274-4714 


October 10, 1981 


Dr.George Goodheart, Jr. 
542 Michigan Building 
Detroit, Michigan 48226 
Be Roger and Joanne Callaha 
Dear Dr. Goodheart: May 1925-November 2032 


Enclosed are office forms re my appointments on 
October 26 my wife, 
ase 


as well as a 
the above dates. 


I have asked Dr. Nancy MeBride and Dr. Kathleen 
Power to send records of ny treatment to your 
office.- : 7) ; 

in 


wm 
I'm enclosing two papersnl 
a trea 


o 
I want illiant 


iscoveries which ma 


erely» 
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“Ttis no semantic accident that 'posture’ and 'attitude’ 
apply to both the physical and psychological 
domains. Given the unity ofthe body and mind, 
posture reflects the history and status of both and 
helps in determining where and how the body 
framework is vulnerable.” 


» Sandman & Backstrom, 1984 
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(With kind permission, ICAK-USA) 


CHAPTER SEVEN 


The Triad of Health in the Real World 


he triad of health, consisting of 
1. chemical, and mental 
or spiritual factors, is embraced by applied 
kinesiology whenconsidering thecauseof health 
problems. The discoverer of chiropractic, D.D. 
Palmer, (Palmer, 1910) and many others have 
described the triad. It represents aspects that influencehealth, 


which can be lost or gained through any side of the triad. 


A basic problem when complementary 
and conventional practitioners work together 
and with their allopathic colleagues is that they 
often usevery different methods ofassessingand 
diagnosing patients, and so they describe their 
findingsand treatmentwith completely different 
vocabularies.Sometimes familiarwordsare used 


by with adifferent meaning - for instance, acupuncturists may 


talk of‘takingthe pulse‘,buttheyclassify itscharacteristicsusing 


The cornerstone principles of the chiropractic, naturopathic, 


termssuchas’'wiriness’or slipperiness’,whichareunrecognized 


osteopathic, homeopathic and Traditional Chinese Medical 


professions imply that a healthy musculoskeletal 


system supports organ function and health; a 
% 
S 


nutritional therapy, naturopathy, herbal medicine, a 
and homeopathy claim to stimulate organ & c 
function; Traditional Chinese Medicine claims to RR) ” 


affect whole system and constitutional regulatory 


Prooesses. Structural 


in Western medicine. Similarly, the TCM understandingof terms 


such as the ‘Liver’ and 'Spleen’ is not confined to 
the organ itself, but rather relates to categories 
of processes and emotions that TCM associates 
with these organs: for example, the ‘angry liver‘, 
the ‘anxious heart‘, etc. John Diamond, MD, has 
elaborated these concepts significantly and tied 
them to the AKMMT. 


There are several ways in which applied kinesiology 
has enhanced and integrated the diverse practices of 
complementary and alternative health care. The ability to 
evaluate functional conditions has been greatly expanded 
with AK. The chiropractic profession also contains one 
of the largest bodies of holistic research literature in the 
world, and “whole patient diagnosis and treatment” are 
considered best practices within that profession. (Hawk et 
al., 2007, 2004; Gatterman, 1995; Coulter, 1991) Outside 
of applied kinesiology, most effort in health research has 
been directed toward the diagnosis and treatment of 
disease processes. The advancements made in crisis health 
care have added much to the quality of life and promise to 
continue to do so. 

However there has been a lack of creative investigation 
and research into the cause and correction of functional 
health problems. These problems are manifested in 
individuals without symptoms of various types of classic 
disease processes or pathology of a given name. (Rome 
& McKibben, 2011) These are individuals who passed the 
usual clinical and laboratory examination with negative 
findings. The functional conditions causing the symptoms 
are often those same factors that ultimately lead to a 
disesse process. Applied kinesiology evaluation of 
function is opening the door to understanding these 
insidious problems which may ultimately lead to disease. 
Certainly, applied kinesiology also has value discovering 
the cause of many types of disease processes, but where it 
is really adding a new skill set of diagnostic acumen is in 
understanding many types of function and dysfunction. 

As dysfunction is better understood and we develop 
the ability to measure it in body activity, therapeutic 
methods -- some of which have been used for thousands of 
years -- canbeapplied and theresults objectivelyevaluated. 
For thosewho useapplied kinesiology, this hasadded many 
therapeutic tools to their armamentarium. For example, 
there is now an improved ability to evaluate treatment 
to the time-honored system of acupuncture. As one 
studies the meridians with the use of applied kinesiology, 
many enigmatic factors about body function are better 
understood. 


Interactions between lower 
body dysfunctions 
made evident with AK 


Let's take, for example, a female patient who visits her 
applied kinesiology physician specifically because of low 
back pain and neck pain. Wewill see that by the way this 
patient is examined, how the doctor’s scope of practice 
will broaden in her perception of her physician, and how 
this may benefit her own future health as well as that of 
her relatives and friends. This review is based upon an 
actual case record. It is only one of thousands which are 
similar, varying only with different presenting conditions. 
(ICAKUSA, 2014) 

A relatively thorough case history and consultation 
do not reveal much more than the primary complaint of 
low back pain — which seems to be oentered around the 
right sacroiliac area — and a dull, nagging upper lumbar 


Triad of Health in the Real 


area pain together with nagging pain in the upper thoracic 
spine area which radiates up through the neck and often 
correlates with suboccipital headaches. Questioning the 
patient reveals that thesymptoms are worse when she ison 
her feet for long periods oftime, either walking or standing. 
She gets some relief from the problem when Iying down, 
but not as much relief from sitting. 

The doctor's observation of body language as the 
patient walked into the office shows significant foot 
pronation, circulatory disturbancesin the legsin theform of 
varicosities, and also edema. The patient is not overweight. 
(We find later in the care of this patient that there were 
many additional symptoms. However, she did not feel that 
relating them was important because she “was just seeing 
a back doctor and didn't think it was necessary to take the 
time to go into all of those other problems.”) Because of 
the body language indication of circulatory problems in 
the legs, foot pronation, and the pattern of the back pain, 
upper thoracic, neck and headache problems being made 
worse when standing and walking and relieved when Iying 
down, it does not take the doctor using applied kinesiology 
very long to find a primary causative factor in this patient's 
symptomatic picture — dysfunction of the foot, ankle, and 
leg. Testing reveals that many muscles supporting the foot 
and ankle are weak. There is also a positive shock absorber 
test to the feet bilaterally. (Discussed in companion volume 
Applied Kinesiology: Clinical Techniques for Lower Body 
Dysfunctions) It is very easy to quickly show the patient 
how foot dysfunction causes improper nerve impulses to 
come from the proprioceptors in the foot and the muscles 
in the lower leg -- disturbing the control of the lower back, 
upper back and neck muscles. Furthermore, it is easy to 
show why her suboccipital headaches are caused by a 
problem at the other end of the body - her feet. 

As the doctor progresses with this ladys patient 
education, it is important to mention that the muscles 
involved in the ankle and foot are on the same energy 
system as the urinary bladder. With therapy localizationor 
challenge to the reflexes of to the urinary bladder, there is 
immediatestrengthening of several ofthe inhibited muscles 
in the ankle. When asked about a few of thesymptoms that 
may be seen with problems in the urinary bladder, the 
patient realizes that she has one of these as well. (Cuthbert 
& Rosner, 2012) After correlating the foot problem with 
the structural strain at the pelvis, upper back, neck, and 
headaches, our discussion became something like this: 

“Mrs. Smith, the muscles that you have seen weak in 
your ankle are on the same energy pattern as the urinary 
bladder. It is not uncommon to find an individual with 
this type of problem who has frequent urination and 
burning above the pubes.” At this point the patient may 
look inquisitive and ask, “Do you mean to tell me that what 
you found could be responsible for my chronic kidney 
infections and incontinence”’ Our reply is “It certainly 
could. Do you have problems with bladder control or 
frequent infections?” 

Now, for the first time, the patient begins to loosen up 
in her interchange with her AK doctor. We find that she 
has had urinary incontinence infrequentiy or frequently 
(depending upon her stress levels) since the birth of her 
last child and has been on antibiotics on a repeated basis 
for attempted prophylactic control of recurring kidney 
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infections. She says she didn’t mention this earlier simply 
because she didn’t think it was within the particular 
specialty of her AK doctor (chiropractor). The interesting 
aspect is that the patient would probably obtain the same 
results on the kidney infection whether or not the doctor 
and staff were aware she had the problem. In other words, 
correcting the muscular pattern to improve foot function 
and foot rehabilitation would not only correct the hip, low 
back, upper back, neck, and headache problems, it would 
also improve bladder function. Ironically, the patient 
would never know of the total improvement, and neither 
would the doctor because he would never have known the 
problem existed. The patient would probably think her 
problem finally “just went away”. 

The triad of health concept in applied kinesiology 
continually challenges the clinician to abandon one- 
dimensional thinking and to constantiy think 
neurologically and integratively and to place thesymptoms 
in the larger interactive, dynamic, whole-body context. 
Clinicians should not limit themselves to treating only a 
single lower cervical joint ora single muscleS trigger points 
to remove, for example, an impaired and painful shoulder 
movement. The complexity of our body deserves more. If 
clinicians commit to this, they will obtain much betterand 
longer-lasting results. The triad of health model (treating 
the souroe of pain instead of thesite ofsymptoms) has now 
been widely discussed and has been given a new name, 
“regional interdependenoe”. (Wainner et al., 2007; McGill 
et al., 2003) Regional interdependence indicates that one 
area of the body is often responsible for dysfunction in 
another. 

Another problem in health caretoday is that there isso 
much knowledge physicians tend to specialize, which often 
limits their practice to only oneside of the triad of health or 
to only one therapeutic approach to that oneside. 


Structural Emphasis 


The base of the triad of health is structure, re- 
emphasizing its importance in applied kinesiology. 
Doctors specializing in structure are usually chiropractors, 
physiotherapists, osteopaths, bodyworkers and ortho- 
pedists. Patients often seek a structurally oriented 
doctor because of trauma, such as a lifting injury, fall, or 
auto accident. In these acute situations, a chiropractic 
manipulation ofthesacroiliacmay rapidly return theperson 
to normal, while immediately strengthening the muscles 
that support the sacroiliac and knee joints. (Hillermann et 
al., 2006; Suter et al., 1999) If there is a disc herniation it 
may respond to the conservative chiropractic approach or, 
in some cases, it might be necessary for surgical correction 
to be done by an orthopedic surgeon. (Cox, 1999) In 
chronic or unresponsive structural conditions, one may 
find the answer to the problem in the triad of health. 
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For example, many people have chronic recurring 
sacroiliac joint dysfunction that responds only temporarily 
to manipulative efforts. The applied kinesiologist may find 
poor function of the sartorius and/or gracilis muscles that 
provide anterior support to the innominate, allowing it 
to rotate at the sacroiliac articulation. Manipulation may 
return the innominate to the normal position, but if the 
primary cause of muscle involvement is not corrected, 
the patient is vulnerable to recurrence of the sacroiliac 
problem. In the muscle-organ/gland association of 
applied kinesiology, dysfunction of the sartorius and 
gracilis muscles is associated with adrenal stress that may 
be caused either from the chemical or mental side of the 
triad. The adrenal gland hormones (glucocorticoids, 
mineralocorticoids, andcatecholamines) havean important 
influence on carbohydrate and fattyacid metabolism which 
can significantly influence muscle strength andendurance. 
(Astrand & Rodahl, 1986) An applied kinesiologist may 
find a sugar handling problem or mental stress, either of 
which can be the cause of adrenal stress disorder; thus the 
underlying cause of the recurrent sacroiliac problem that 
is structural may be found on another side of the triad of 
health. Awarenessof theneedtoconsider the rangeof health 
Influences (biomechanical, biochemical and psychosocial) 
impacting an individual forms the foundation for holistic, 
integrativecomplementary health care. Applied kinesiology 
offers a significant technology for assessing this aspect of 
our patients’ maladies. 


Chemical Emphasis 


The allopathic physician dominates the chemical side 
of the triad of health. Nutritionists and naturopaths are 
rapidlygaining more presencein examiningand treatingon 
the triad’s chemical side. (Pizzorno, 2007) The difference 
between the two is that in allopathy, drugs are used to 
control, regulate, or otherwise overcome dysfunction. 
Often the chemically oriented physician attempts to 
control the other sides of the triad by medication, such 
as muscle relaxants and analgesics for structural faults, 
or antidepressants for the triad’s mental side. Neither 
addresses the cause of the problem. The nutritionist uses 
natural dosages of supplements to provide raw material 
for the body to build tissue, produce neurotransmitters, 
and otherwise return normal homeostasis. When the 
nutritionist uses mega dosages of a vitamin, it issimilar to 
using nutrition as medicine as in the allopathic approach. 
Herbs are often used as a natural form of medication. 
(Johnsen & Johnsen, 2011; Bone, 2003) 
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Mental Emphasis 


Psychiatrists, psychologists, and counselors of various 
types have dominated the triad’s mentalside. Chiropractors 
and other physicians who have a strong “personality 
dominated” practice often influence this side of thetriad. 

Many of these conditions respond to the balanced 
approach of applied kinesiology. An example is the child 
who has problems in school because of attention deficit 
hyperactivity disorder (ADHD). (Cuthbert & Barras, 
2009) Thecauseofthis problem may be found in neurologic 
disorganization (oftenstructurally caused), food oradditive 
sensitivity, or adrenal stress disorder, among other causes. 
The key is to find the cause of the problem, not treat the 
symptoms. 


Aemnamave 


Optimum examination considers all three sides of the triad. 
Most chronic conditions have an interplay 
between all sides of the triad. 


Real World Case Reports: 
Interactions Within the 
Triad of Health 


Health problems usually develop on one side of the 
triad of health. With chronicity the initial problem usually 
causes the other sides to become involved. A motor vehicle 
accident with cervical trauma from whiplash dynamics 
is initially a structural problem that can ultimately affect 
the other sides of the triad. The trauma can disturb the 
relationship between the head-on-neck, visual righting, and 
labyrinthine reflexes, causing neurologic disorganization 
that can ultimately affect integration of movement almost 
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any place in the body. Along with this comes disturbance 
of the cranial-sacral primary respiratory system (discussed 
later) that can lead to subtle entrapment of the vagus 
nerve, disturbing digestive and endocrine function and 
thus affecting the chemical side of the triad of health. 
With chronicity additional symptoms develop and many 
doctors may attend the patient. As the problems increase, 
the patient becomes depressed and may be treated with 
antidepressants. There is now evidence from numerous 
cohorts of whiplash patients that sensory hypersensitivity 
(and decreased pain thresholds) to a variety of stimuli 
(including movement provocation testing, pressure, 
vibration, and thermal) exists. (Moog et al., 2002) This 
sensory hypersensitivity and resultant motor inhibition 
occurs in wide spread body sites, including the cervical 
spine as well as the upper and lower limbs, and it is present 
soon after the injury. (Jull et al., 2008) The initial motor 
vehicle accident (sometimes reported by the patient years 
before the initiation of treatment of the consequents of 
the motor vehicle accident) now powerfully involves all 
three sides of the triad. The AK approach to upper body 
dysfunctions and whiplash disorders will be covered 
extensively in the next volume of this series of texts. 

A full functional AK structural examination may 
include (depending on condition) a wide range of manual 
muscle tests, motion assessments and sensorimotor 
challenges to the joints that are related to the positive 
manual muscle test in the muscles involved; palpation to 
assess for freedom/restriction (ease/bind); the effect of 
mental-emotional thoughts or images upon the manual 
muscle tests; the effect of related nutritional factors, and 
meridian tonification or sedation point stimulation upon 
the manual muscle tests. Each of these influenoe’s effects 
uponthe MMTcanbemessuredimmediately. Theincreased 
speed of detecting the broad array of interactions going 
on within the body (and the influence of biomechanical, 
biochemical, and psychological disturbances upon local or 
global muscle function) makes the AK use of the MMT in 
patient management a significant asset. 

The questions being asked during the AK assessment 
may include: 


e Istherea problem? 
e \Nhere is the problem? 
e \Nhat is the precise nature of the problem? 


e \Whatare the measurable influences upon the 
problem? 


e \Whatactions are needed to assist recovery? 


Given the traditional time frame for assessment (15-60 
minutes maximum) in the typical clinical setting, arriving 
at accurate answers to these questions may be extremely 
difficult to achieve — particularly if the clinician has an 
integrative understanding of biomechanics, biochemistry, 
and biopsychosocial stressors upon function. 

However with the use of the manual muscle test 
(and its association with altered mechanical, chemical,and 
psychological states), the holistic examination of patients 
who are experiencing complex triad of healthdysfunctions 
isoptimizedand made moreefficientwiththe AK approach. 
For example, examination of a patient with an ankle injury 
as well as subsequent knee and groin pain (thought by the 
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patient to be related to pelvic organic disturbances) may be 
expedited by asking theseated patient to perform the rectus 
femoris manual muscle test. If the muscle is strong on 
initial testing, ask the patient to evert their foot; retest the 
rectus femoris. If the muscle weakens (often dramatically), 
there will be an indication that a part of their knee and hip 
dysfunction is coming from the movement of their foot 
and ankle. Challenge to the foot (for instance pushing the 
talus bone from lateral to medial while the patient remains 
seated) may immediately strengthen the rectus femoris 
muscle after eversion of the foot. After correction of the 
foot, complete strength and improved range of motion 
follows. This immediately shows the patient and the doctor 
the dynamic interaction between the patient's foot and 
knee. 


Interaction demonstrated to patient and clinician 
on relationship between foot and knee functions 


Bytakingspecificexamplesoftheinterplaybetweenthe 
sides of the triad, the importance of the doctor consciousliy 
considering the possibility of this interplay with each 
patient complaint can be seen. This evaluation is necessary 
not only to solve the patient's chief complaint, but, like 
the systems review during the history taking, it helps find 
associated problems of which the patient may be unaware. 
Unfortunately, many patients will not discuss a specific 
condition because they do not feel that it is important; in 
fact, they may consider the condition asa normal factor of 
aging or that it will 90 away when “I get over the stress I'm 
under.” 

The following examples are of patients seeking help 
with a specific chief complaint in an applied kinesiology 
practice. These examples will illustrate the primary cause, 
secondary effects, and how hidden health problems are 
often uncovered by considering all factors of the triad of 
health. The manual muscle test and AK sensorimotor 
challenges and examination tools make these interactions 
obvious to both the patient and the physician. 
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Structure Affecting Chemical 


Structural 


Case 1. Chief complaint: headaches. 
(Cuthbert & Rosner, 2010b) 


This case is typical of chronic health problemsand how 
only a portion of a problem may be improved because of 
a lack of thoroughness in the examination. Background: 
Seven years previously the patient suffered 2 automobile 
accidents. Despite 7 years of uninterrupted physical 
therapy, psychotherapy, narcotic, medical, orthodontic and 
chiropractic treatments, the patient suffered from severe, 
chronic head and neck pain. On the visual analog scale, she 
rated her low back pain as 5/10 and headache as 7/10 atthe 
time of her first appointment, but the headache pain was 
often 10/10. Frequency of headaches was marked at 10/10. 
The headaches were worst behind her eyes. The headaches 
produced stomach sickness, but the patient was also 
frequently nauseated from the medications that she was 
taking for the headaches (Depakote and Neurontin). The 
continued imbalanced pull of the muscles into the cranium 
produced cranial faults, dural tension and peripheral 
nerve entrapment at the jugular foramen, interfering 
with normal vagus nerve activity. This in turn reduced 
the secretion of hydrochloric acid. Her hypochlorhydria 
reduced pancreatic enzyme production, resulting in poor 
digestion and toxicity. As the patient grew more toxic, the 
headaches became more generalized and severe in intensity 
to the point that they were almost constant. She also had 
temporomandibular joint (TMJ) problems after the motor 
vehicle accident, and numerous mouthpieces had been 
fitted for her but they had not helped. She developed 
low back pain and occasionally had very severe pain that 
radiated about eight inches down her left leg, indicating 
with her hand that this occurred inferior to the lateral 
aspect of thegluteus medius muscle. The low back pain was 
often so severe that she had to leave work. In addition, the 
patient stated that her sleeping pattern had deteriorated 
due to pain. She was no longer able to tolerate high velocity 
low amplitude spinal manipulative therapy (HVLA-SMT). 
Unknown to the patient or her previous physicians, there 
were subluxations of the foot and ankle that improperly 
stimulated the mechanoreceptors when standing, walking 
or running. This caused structural stress in thesuboccipital 
areaasa result of improper facilitation and inhibition ofthe 
upper trapezius, sternocleidomastoid, and other muscles 


active during walking and running. . 
This snowballing effect is a relatively common 


occurrence in many types of health problems. Already the 
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relativelysimplestructural problem ofthecranial faultsand 
ankle sprain has affected the chemical side of the triad of 
health. This patient's problem was now chronic with severe 
headaches, and she functioned poorly at her job and had a 
definite impairment in her interactions with her children 
and grandchildren, which now affected the mental side of 
the triad. 

There are many doors for entering the patient's health 
care. The answer is to have a system that evaluatesall three 
sides of the triad of health to determine when corrections 
are obtained and if the body is capable of maintaining the 
corrections. Thechiropractor who attempted to reduce her 
headache with oervical manipulation found that as soon as 
the patient chewed, flexed or extended her head, opened 
her mouth or walked, the corrections obtained were 
lost. The nutritionist who used nutrition as an allopathic 
approach did nothing to eliminate the cause of the reduced 
hydrochloric acid secretion, which in turn caused the lack 
ofenzymes and toxic gut. The dentist did not evaluate the 
positions of the temporal bone and so the mandibular 
condyle, cranial nerve V and VII and XI, and the muscles 
they innervate throughout the stomatognathic system were 
consistently disturbed despite the night-guard/splint. Her 
medical physicians (offering her Neurontin and Depakote 
for pain) did not address the structural side of her health 
problem. Her psychotherapist (who gave her medications 
for her growing sense of helplessness and depression) did 
not address the physical causes of her paineither. 

The dynamic evaluation that finds the problems, 
corrects them, and then evaluates the patient to determine 
if corrections are maintained is probably the best answer 
to ultimately finding the primary cause, which is in the 
muscular and craniosacral systems as well as the foot 
and ankle. (Cuthbert & Rosner, 2010b) The procedures 
in applied kinesiology presented in these textbooks can 
easily track down each of these involvements and their 
relationship to the physical manifestations of the pain and 
dysfunction which were the basic underlying cause of this 
patient's problem. 

This patient underwent a series of AK treatments (8 
visits over a 3-week period) involving the cranial, cervical, 
pelvic, plantar and nutritional areas of care. During and 
following her treatments, virtually allsymptomatology was 
resolved with thescore of “0” on theneck and low back pain 
visual analog scales (VAS). The patient remained free of her 
original symptoms for 8 years following thesetreatments. 


Chemical Affecting Structure 


Structural 
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Chief complaint: low back pain. (Caso, 2004) 


In thiscase there is nosignificant history to be obtained 
from the patient. This 29-year-old man has chronic low 
back pain of 6 month’s duration. The patient described the 
pain as a relatively persistent “dull ache.” He used to get 
relief periodically, with the use of anti-inflammatory agents 
and local cortisone injections, but now these measures are 
ineffective and the pain is there all the time. As with other 
examples, the patient has a digestive disturbance that he 
did not discuss with the doctor on presentation or fails to 
recognize as a problem related to his low back pain. 

Acupuncture meridian analysis, as performed in 
applied kinesiology, was conducted. (Walther, 2000) Pulse 
pointdiagnosisandalarmpointanalysisarefamiliarfeatures 
of Traditional Chinese Medicine. Goodheart (Goodheart, 
1975) has demonstrated how these points may beevaluated 
by AK MMT. (See Chapter 10 on Acupuncture Meridian 
System) The indication from thisevaluation, in the present 
case, was an underactive large intestine meridian on the 
left. The tensor fascia lata muscles, theorized (Goodheart, 
1975) to be associated with the large intestine acupuncture 
meridian, were inhibited after therapy localization to the 
large intestine Chapman's neurolymphatic reflex, and the 
organ itself. (Walther, 2000) 


(With kind permission, ICAK-USA) 
TFL associated with 


Large intestine and Nerve supply: 
Large intestine meridian Superior Gluteal 
Common subluxations: (L4-S1) 


L4-L5 
(associated point for LI meridian) 


Tensor Fascia Lata MMT -- 
Thigh in medial rotation, 
flexion and abduction 


TFL muscle associated with large intestine 


In light of these examination findings, the patient was 
further queried about the presence of any gastrointestinal 
issues that he did not initially disclose. Although he was in 
good physical condition and pursued a generally balanced 
diet, he reported that since infancy he had suffered from 
moderate to severe constipation, averaging 1 bowel 
movement per week. This was attributed to a congenital 
intestinal abnormality, identified by means of a barium 
enema. The radiologist cited an “abnormally long sigmoid 
colon with an excessively tortuous and twisting course.” It 
was further noted that the “entire digestive tract presented 
with hypotonicdilatation.” Itwasconcluded thatthe malady, 
which was not given a specific diagnosis, was innocuous. 
Although nothing could be done, it was suggested that he 
be seen occasionally by his gastroenterologist to monitor 
any change in his bowel habits. 

The patient was also tested for food sensitivities, using 
AK methods. This involves the stimulation of the gustatory 
receptors with suspected food allergens, and observations 
for changes in manual muscle tests. This procedure has 


PN 10 


been discussed in an interesting pilot study by Schmittand 
Leisman, (Schmitt and Leisman, 1998) indicating that AK 
MMT may be of value in determining food sensitivities. 

After 1 week of treatment (involving treatment 
to Chapman'’s neurolymphatic reflexes for the large 
intestine, dietary advice, treatment to the large intestinal 
meridian dysfunctions, and the Iumbo-pelvic spine) the 
patient began to have a noticeable improvement in his 
overall health status. He now had bowel movements daily 
(something he had never achieved in his lifetime before, 
even with laxative medications), the inhibited tensorfascia 
lata muscles were strong bilaterally, and his low back pain 
was resolved. Interestingly, if he indulged in excessive dairy 
consumption, he would become constipated for several 
days and his low back pain and stiffness would return to 
some degree. 

A chiropractor or osteopath can manipulate the lower 
spine and pelvis. A general allopathic practitioner may 
prescribe muscle relaxers, analgesics, or laxatives. An 
orthopedist may brace the pelvis. These approaches can be 
somewhat helpful, but the key is to find out why there is 
structural imbalance of the pelvis and lumbar spine in the 
first place. The only satisfactory approach to this condition 
is to find the bowel involvement and return the diet to 
normal. It proved also to be neosssary to directly treat the 
reflex imbalances of the digestive system as well. 


Chemical Affecting Mental 


Structural 


Chief complaint: depression. 

A similar example to that above is an individual with a 
poor diet, high in carbohydratesand low in roughage. With 
the resulting malabsorption syndrome he developsrelative 
hypoglycemia, which is a common condition causing 
depression. Counseling or medication may givetemporary 
relief, butagain, until the digestive disturbance is corrected, 
the primary cause has not been treated. 

There are many other ways that the chemical side can 
affect the mental. Doctors who work with orthomolecular 
psychiatry have found that food additives can put certain 
susceptible people into acute psychiatric problems. Often 
when chemical affects mental, there is also a structural 
side involved. Most people who are extremely susceptible 
to food additives have frank allergies that are causing the 
problem. Applied kinesiology evaluation methods find the 
basic underlying cause of allergic reactions, which are quite 
often involved with the structural side of the triad. So we 
see structural problems causing allergies, in turn causing 
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increased susoeptibility to chemicals, and finally causing 
mental health problems. 

In the AK triad of health model we can see that a 
number of quite different approaches could successfully 
reduce the “load” to which the individual with symptoms 
is adapting. These might focus on emotions and stress- 
coping mechanisms, on biomechanical imbalances and 
dysfunctions, or on nutritional and other biochemical 
features which may be contributing to the individual’s 
condition (deficiency, toxicity, endocrine imbalances,etc.). 


Mental Affecting Chemical 


Structural 


Chief complaint: menopausal symptoms of 
hot flashes and severe fatigue. 


The patient has severe emotional stress due to an 
alcoholic husband, and thesame digestive disturbance used 
in the other illustrations is also present. 

The patient feels the digestive disturbance issecondary 
to the emotional stress, which she does not choose to 
discuss with the doctor. From an allopath she is receiving 
hormonesfor her menopausal symptoms, which is treating 
the condition on a secondary basis. 

Normally at menopause the adrenal glands increase 
their estrogen production for a maintenance function. 
In this woman'’s case the increased production is not 
present because of adrenal stress disorder secondary to the 
mental stress. The adrenal stress disorder is also causing 
the fatigue, which is listed as part of the chief complaint. 
Recognition of the various forms of stress as outlined by 
Selye (Selye, 1976) and their effects on the adrenal gland 
gives the doctor knowledgeable about the interplay of 
the triad of health the ability to find the primary cause 
of the menopausal symptoms and fatigue, regardless of 
the patient's willingness to discuss them. (Schmitt, 1981) 
Correction of this problem is a referral to Al-Anon, or 
other counseling that will help bring the emotional stress 
under control. Dietary regulation, nutritionalsupplements, 
reduction of any other forms of stress, and evaluation 
of the five factors of the IVF will aid in returning the 
condition to normal as quickly as possible. Unless the 
primary emotional disturbance is brought under control, 
results will not becomplete. As the adrenal glands begin to 
function in an improved manner, the patient will probably 
have an increased ability to control her emotional stress. 
Frequently when there is a relative hypoadrenia, the blood 
sugar level drops to an unacceptably low level. When this 
happens mental processes are reduced, and the subject has 
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difficulty coping with any problems that may be present. 
Fatigue and emotional stress not only feed into each other 
but can be triggered and/or aggravated by: low blood sugar 
levels, female hormone imbalances, sympathetic arousal, 
toxic factors, adrenal stress or over stimulation, metabolic 
acidosis, allergic reactions and more. (McEwen, 2002; 
Wilson, 2001) Therefore we might more appropriately 
assume that fatigue and emotional distress in a patient 
are part of a continuum involving all or any of these (and 
numerous other) factors in the triad of health, interacting 
with distinctive genetic and acquired biomechanical, 
biochemical and psychosocial individuality of the person 
affected. This is the person who must be treated! As Dr. 
Goodheart counseled so frequently, “You must treat the 
person, not the condition.” 


Mental Affecting Structure 


Structural 


Chief complaint: lower back and leg pain. 
(Cuthbert & Rosner, 2011a) 


The history of this patient is similar to the one above 
— a stressful marriage and job, with long-term anxiety 
disorders as well as insomnia, physical and emotional 
exhaustion, easy irritability, frequent breathlessness and 
gasping with significant flushing of theskin. Hypoglycemic 
episodes, daily fatigue, and cognitive swings were also 
impairing her work and home happiness. All of this was 
complicated by neck pain and headaches. The patient 
completed a pain drawing and visual analogue scale (VAS) 
of spinal pain at her initial consultation. On the VAS, she 
rated her neck pain as 4/10 and headache as 4/10 at the 
time of her firstappointment. When asked how many days 
a week she had the headaches, the patient replied “3 or 4 
days out ofthe week”. The patient associated theanxietyand 
insomnia with the emotional stressors. It was beingtreated 
by another physician who prescribed the sleep medication 
zolpidem tartrate (Ambien). She did not mention the 
insomnia or anxiety disorders on initial consultation 
because she was seeking help for her lower back and leg 
pain from astructurally oriented doctor. 

There were several factors involved in this case. 
The suspicion of hyperventilation syndrome from the 
consultation was pursued by testing the diaphragm muscle. 
When therapy localization was applied to the diaphragm 
muscle on full expiration (this assessment was pursued 
based on her frequent breathlessness, gasping, and flushing 
oftheskin), previously strong indicator muscles weakened, 
indicating a problem in diaphragm muscle function. After 
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specific challenges to the C3-C5 areas associated with 
the phrenic nerve to the diaphragm muscle, chiropractic 
adjustment was performed and immediately corrected 
all findings related to faulty mechanics in the diaphragm 
muscle. The Nijmegen Questionnaire, a non-invasive test 
for hyperventilation syndromes with a high sensitivity and 
specificity, (Chaitow et al., 2002) was also given to the 
patient for completion before the examination began. The 
patient hadgrades3.or4 inall 16 itemsofthe questionnaire, 
for a total grade of 56; ascore of 23 or above (out of 64) is 
diagnostic of hyperventilation syndrome. (Chaitow et al., 
2002) 

Due to her insomnia, the applied kinesiology 
approach for insomnia was investigated. (Walther, 2000; 
Goodheart, 1998) Muscle weakness occurred in 
previously strong indicator muscles upon turning out the 
lights in the examination room and asking the patient to 
leave her eyes closed for 10 seconds in the dark. Before the 
MMT was performed, she was told to be prepared for the 
MMT pressure so as not to be caught by surprise during 
the test with the lights off. When the lights were turned on 
again and she opened her eyes, she regained full strength 
of all the previously strong indicator muscles. Because a 
problem relating to insomnia was present, the AK pineal 
gland cranial fault challenge was explored. (Cuthbert & 
Rosner, 2011a; Walther, 2000; Goodheart, 1998, 1979) 
This involved asking the patient to press upon the greater 
wings of the sphenoid bilaterally and then the ramus of 
the mandible bilaterally, hypothetically narrowing the 
sphenoid bone and exacerbating this cranial fault. This 
cranial challenge weakened all previously strong indicator 
muscles in the patient's body. (Goodheart, 1979) Cranial 
challenge has been described in the literature previously. 
(Cuthbert & Barras, 2009; Cuthbert & Blum, 2005) 

The patient reported that at theend of her first (65 
minute) treatment session her fatigue, brain fog, and 
anxiety were much improved. On re-examination, the 
two-hand breathing test was improved, but the patient 
still initiated respiration with her upper chest. Breathing 
pattern instructions were given to her for review and for 
retraining her upper chest breathing pattern. 

Over the next 10 days (4 visits, 15 minutes each), the 
patient's anxiety decreased and her energy levels increased 
significantly. The Nijmegen questionnaire was given a 
second time after her 4" visit. The sum scores of the 
questionnaire were markedly reduoed. Her initialscores of 
3or4 inall 16 items of the questionnaire were lowered to 
O and 1, indicating that the symptoms of hyperventilation 
syndrome “never” or “seldom” disturbed her now. 

After 6 visits (covering a 3-week period), her sleep 
difficulties and anxiety symptoms were resolved, and her 
follow up VAS yielded the score of “O” for the spine. The 
patient discontinued her use of zolpidem tartrate 
(Ambien), and her self-reported cognitive performance, 
energy, equanimityand physicalendurance were now much 
improved. The patient has remained free oftheanxiety and 
insomnia symptoms since her first series of 6 initial AK 
treatments 3 years ago. 

Thestructurally oriented doctor may obtain temporary 
relief bymanipulation or mechanicalsupport to thesearees. 
He will not obtain permanent results unless the emotional 
cause of the condition is brought under control. 


A 1962 


Structure Affecting Mental 


Structural 


Chief complaint: developmental delay syndromes. 
(Cuthbert & Barras, 2009) 


Developmental delay syndromes (DDS) encompass 
the conditions known as dyspraxia, dyslexia, learning 
disabilities, and attention-deficit hyperactivity disorder 
(ADHD). A report published in aspecial pediatrics issue of 
the Journal of Manipulative and Physiological Therapeutics 
offered astandardized, quantitative data-collection system 
for a sample of 157 children between 6-13 years of age 
with DDS treated with applied kinesiology methods. An 
independent logopedist (speech therapist) conducted 
common psychomettric tests used in the fields ofeducational 
psychology and special education pre- and post-treatment 
of these children. The outcome measures were a series of 
8 standardized psychometric tests given to the children 
which evaluate 20 separate areas of cognitive function, 
including patient- or parent-reported improvements 
in school performance, social interaction, and sporting 
activities. For those new to applied kinesiology, this 
interrelation between mental and structure may be difficult 
to understand. It is more thoroughly explained in applied 
kinesiology literature. (Walther, 2000; Goodheart, 1970) 
It is used here as an illustration because the therapeutic 
approach is unique to applied kinesiology and produces 
excellent results. Dr. Michel Barras developed aspecialized 
AK practice that served children with developmental 
disorders in Lausanne, Switzerland. His complete outcome 
studies are yet to be published but serve as a model of 
integrative health care for children. 


Drs. Michel Barras (right) and David S. Walther (left) 
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Because there are no “gold standards” in the literature 
to evaluate the effect of treatment upon children with DDS 
besides symptomatic remission and functionalrestoration, 
(Melntyre et al., 2006) in each case the child was treated 
until their particular presenting problem (identified in 
the detailed history, questionnaire, and patient-diary) was 
resolved. The timing of the post-treatment psychometric 
testing also correlated in every case with substantial 
improvements in theapplied kinesiology (AK) examination 
findings for those factors believed to be causing the DDS in 
the child. 

it has been shown that motor dyscoordination, 
especially affecting the postural and ocular muscles, is 
the most common comorbid condition associated with 
DDS. (Cuthbert & Barras, 2009) Motor dysfunction and 
muscle inhibition on manual muscle testing (MMT‘) were 
present in every child examined. Therapeutic measures 
were chosen according to each child’s observed responses 
to specifically delivered sensory challenges. The manual 
muscle test (MMT') response to the AK diagnostic methods 
of “challenge” and “therapy localization” is dependent upon 
multiple factors unique to each individual child and is not 
expected to be consistent across multiple patients. (Motyka 
& Yanuck, 1999) Since AK diagnosis and treatment may 
consist of elements from different treatment modalities 
and is directed toward individual responses, there was 
significant variation in the manipulative treatment received 
by each of the children in this study. 

In this case series report, the motor dysfunctions 
(inhibitions on MMT) were associated with structural 
imbalance of the cranium, neck, TMJ, and pelvis. As a 
result of these imbalances, proprioceptive communication 
to the rest of the body became disorganized, developing 
into what is known in AK as dysponesis. Cranial, cervical, 
TM\J and pelvic structural distortions produce movement 
disorders. (Whatmore & Kohli, 1974) This is a reversible 
physiopathologic state consisting of unnoticed, 
misdirected neurophysiologic reactions to various agents 
(envioronmental events, bodily sensations, emotions and 
thoughts) and the repercussions of these reactions 
throughout the organism. (Dorland’s Illustrated Medical 
Dictionary, 2007) 

Treatment to these children for muscular imbalances 
resolved their sensory-motor integration disorder and 
resulting DDS. Upper cervical and cranial dysfunctions 
were the most common physical findings in this group 
of patients, and after correction of these dysfunctions the 
quickest recoveries from the sensory-motor integration 
difficulties were obtained. (See Table 1 at end of chapter) 
The relationship between improvements in standardized 
psychometric testscores (teststhat were given immediately 
pre- and post-treatment), the improvements in this 
cohorts’ cognitive and social behavior with their family 
and at school, and the improvement in MMT findings on 
AK examination suggest that there may be a relationship 
between the AK intervention provided and the improved 
status in these children. 

Like all other conditions, DDS usually has a causative 
factor; itremainsto befoundfor correctionofthecondition, 
if possible. In this case series report, the chemical and 
structural sides of the triad were successfully corrected 
to eliminate or improve the mental-cognitive factor. The 


- 127 - 


clinical and psychometric testing outcomes reported here 
after applied kinesiology should be compared with the 
clinical outcomes reported in the literature with treatments 
by stimulant medications. (Gualtieri & Johnson, 2008; 
MclIntyre et al., 2006) 

There is a definite lack of knowledge in the general 
health care field regarding how significantly structure 
affects mental health. However, the mutual influence of 
psychological and physical factors on the self-regulation 
and self-healing of the organism is being recognized by 
far more scientists than formerly. This relationship 
between structure and mental function is too little taken 
into account by clinical science, which tends to focus 
largely on established end-stage disease in particular 
organs or systems, even though central nervous system 
effects are now known to influence (via chemicalreceptors 
and neurotransmitter substances) every cell of the body. 
Psyche and physiology also have become understood as 
inter-dependent, with psychosocial stressors producing 
physiological and potentially pathophysiological 
reactions. This emerging view has been generally termed 
the “biopsychosocial model” of medicine. The need to 
incorporate such a frame work into both complementary 
and alternative and standard medical practice is at least 
unconsciousiy acknowledged by many doctors; hence, in 
the last two decades “whole person care” and “holistic 
medicine” has becomea kind of professional shorthand for 
good practice. 

AII of the illustrations used in this opening chapter of 
the inter-relationships operating within the triad of health 
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are examples from daily experiences in appliedkinesiology 
practice. It is obvious that attention must be given to each 
side of the triad. No therapeutic approach provides a total 
answer to health problems. Thisdiscussion hasbeen limited 
to simple interactions between systems of the body. It is 
specifically because of these interactions that many new 
therapeutic approaches have been devised and introduced 
into practice in the framework of applied kinesiology. 
All individuals dealing with illness and musculoskeletal 
dysfunction must have knowledge of the interactivenature 
of total body function and of the approaches to correction 
of dysfunction. The same type of interaction that has 
been described for the musculoskeletal system with other 
systems of the body is present among all systems. The 
advantage of the musculoskeletal system is that it is easy 
to evaluate by proper manual muscle testing. The primary 
rule of diagnosis is that you cannot recognize what you do 
not know! 

It is unusual to find a patient with achronic health 
problem who does not have, to some extent, all three sides 
of the triad of health involved. The physician’s challenge, 
regardless of therapeutic interest, is to find the primary 
involvement so that the basic underlying cause of the 
problem can be corrected. Certainly some of the secondary 
effects may also need their own treatments in order to 
enhance the speed and completeness of recovery. If the 
primary cause is not within the physician’'s or therapist's 
skill set, it is his or her obligation to refer the patient to 
the appropriate practitioner who can provide the necessary 
treatment. 
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Table 1 


Mean percentage changes in psychometric test scores before and after chiropractic treatment. 


Percentage improvement averages for 157 children 


Significance of test (Lowest and highest improvement percentages for 
157 children in parentheses) 


el richness: complex figure Visual memory ** +33.20 (0-- 100) ** 
Long term auditory memory: 15 üg Pe 
ad ner Re Memory load +29.61 (0-100) 
Oriented signs Verual an and +27.92 (0-100) 
Logatomes: Borel-Maisonny test i P E 
Auditory perception ** +23.14 (0-60) 
Rey copy richness: complex figure Spatial orientation and Brenn 
of Rey ** organization ** a We 
Logatomes, reading: Borel- Reading words without +17.58 (0-50) 
Maisonny test particular significance \ 

Piaget - Head test: on a Right-left knowledge on +17.20 (0-75) 
horizontal plane image \ 

Logatomes spelling: Borel- Writing words without +166 (0-55) 
Maisonny particular significance j 

Piaget - Head test: on body ae en +16.04 (3-75) 
Facial motricity test of Stamback Control of facial muscles +14.9 (0-43) 
Mid-term auditory Memory 15 Mori +14.14 (0-87) * 
word memory test of Rey 

Rey copy type: complex figure of i un 2 a 
Rey test ** Visual perception +13.00  (-12 - 100) 
T Katar Ip= complex nenge Ability to memorize (copy) ** +11.32  (0- 100) ** 
Rhythms: rhythmic reproduction | Auditory discrimination and +10.36 (-4-48) 
test of Stamback temporal orientation \ 

Fee a 5 Social adaptation IQ +10.08 (6-51) 
Piaget - Head test: on self Right/left knowledge on self +95 (0-70) 
ee et ic Immediate recall capacity ** +9.24 (0-88) ** 
memory test of Rey 

Labyrinths, qualitative: Porteus Grapho-motricity and +921 (10-74) 
maze test emotional aspect j 

Piaget - Head test: on verbal Right-left knowledge on +9.16 (3-75) 
order verbal order \ 

on a 0 Necessary time for copy ** +6.6 (-13-90) ** 


** Test scores calculated from percentile changes. 
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“The body is intricately simple and simply intricate.” 


“The body does not answer complicated questions with 
simple answers and vice versa.” 


» George J. Goodheart, Jr. 
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CHAPTER EIGHT 
Five Factors of AK Treatment 


T he five small circles of the applied C 
kinesiology logo represent early 
treatment approaches that Goodheart found C 


could improve muscle dysfunction. The 


integration of some of these treatmentis led to a 


muscle-organ/gland association. Since Goodheart wasrelating 
to chiropractors, he associated these five factors with the 
intervertebral foramen; they are often called the five factors of 
the intervertebral foramen (IVF) in applied kinesiology. Today 
there are many techniques used to correct health problems in 
applied kinesiology, and most of them still fall under these five 


factors. 


Nerve 


Applied kinesiology is a nerve-receptor-based 
examination technique, making the nervous system the 
basis for allapplied kinesiology examination. Thefollowing 
stimuli to the nervous system are among those that have 
been observed in clinical practice to alter the outcome ofa 
manual muscle test as listed by the International College of 
Applied Kinesiology. (ICAKUSA, 2012) 

Transient directional force applied to the spine, pelvis, 
cranium, and extremities 


e Stretching muscle, joint, ligament, and tendon 


e The patient's digital contact over the skin ofa 
suspect area of dysfunction, termed therapy 
localization 


e Repetitive contraction of musde or motion of 
ajoint 

e Gustatory stimulation, usually by nutritional 
material 


e A phase of diaphragmatic respiration 


e The patients mental visualization of an 
emotional, motor, or sensory stressor activity 


e Response to other sensory stimuli such as 
touch, nociception, hot, cold, visual, auditory, 
and vestibular afferentation 


All of these stimuli are mediated through the nervous 
system. As stated previously, applied kinesiology is a 
system for the evaluation of functional neurology. 

The way in which the nervous system interacts with the 
muscular system, and the way the muscular systemreflects 
the functional status of the nervous system, is well-known 
and accepted in the healing professions. The nervous 
system is responsible for contraction and organization of 
the muscular system. This can easily be demonstrated in a 
normally functioning individual. Whenaperson is walking, 
there should be subconscious organization of muscle 
contraction and relaxation during gait. Two musclegroups 
are excellent examples of this activity. During walking, 
there should be alternate contraction and relaxation of the 
muscles of the shoulder, which move the arm forward and 
backward. As the leg goes forward, the muscles in front on 
the opposite shoulder should slightly contract, bringing the 
arm forward. At the same time, the muscles in the back of 
the shoulder should relax, allowing the forward motion. A 
demonstration of this organization can beaccomplished by 
testing a normal subject in a balanced, standing position. 
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Shoulder flexors being tested as a group in a 
neutral standing position. 


Shoulder flexors being tested in a simulated gait position. 
Normal activity is for inhibition of the muscles in this position. 


The flexors (forward movers) and the extensors 


(backward movers) of the shoulder should have 


134% 


approximately equal strength, with both groups being 
strong, when tested in the balanced standing position. Ifthe 
subject passes this test, ask the individual to step forward 
with the right leg. The knee and ankle should be bent in as 
close to a standard stepping position as possible. Most of 
the weight should be carried on the forward leg. The left leg 
will be trailing with the knee, ankle, and toes dorsiflexed 
and will be only slightly weight bearing. This simulates 
the stance phase of walking on the right leg, with the left 
leg preparing to go into the swing phase. In this position, 
the extensor muscles of the right shoulder will test strong, 
while the flexor muscles will test weak. On the left side,the 
flexor muscles will test strong, and the extensor muscles 
will test weak. This is the normal activity of facilitation 
and inhibition of the mustcles that alternately turns them 
on and off during walking. Theactivity takes place because 
the nerveendings (proprioceptors) in the joints, ligaments, 
tendons, and muscles of the feet and legs send information 
to the oentral nervous system for organization, ultimately 
sending instructions to the shoulder flexors and extensors 
for the activity which should take place in this shoulder to 
function normally. If these muscles are not turning on and 
off at the appropriate times, tension, fatigue, and achiness 
may develop in the shoulder. If this persists long enough, 
bursitis or some other dysfunction of the shoulder will 


result. 
The shoulder is just one example of the consequences 


of poor foot function. The muscles that support the spinal 
column, pelvis, knees and the rest of the skeleton can 
potentially be out of balance, causing structural distortion 
and consequent health problems. Spinal column imbalance 
issignificant becausespinalnnervescanbe irritated, affecting 
organs, glands, or structures throughout the body. It is not 
uncommon in applied kinesiology to find that headaches, 
low back pain, and various organ or gland dysfunctions are 
caused bya foot injury, perhaps many years previously. (See 
Foot Chapter, Applied Kinesiology: Clinical Techniques for 
Lower Body Dysfunctions) 

Throughout the body, signals exist for the organization 
and integration of body function asshown by the previous 
example. Forvariousreasons, errorsinsignalingcandevelop 
that are detrimental to body function. In the early states of 
the improper signaling, the health problem is functional; 
that is, there is not pathologic destruction. Ultimately, from 
continued dysfunction, however, pathology can and will 
result. Whatmore and Kohli (1974) refer to this improper 
signaling as dysponesis. Termssuch as “allostatic load” are 
now commonplace and defined as the cumulative wear 
and tear on the mechanisms of allostasis — theanticipatory 
intellectual, emotional, biochemical, and physical stress- 
response mechanisms of the body. (McEwen, 2002) 
Allostatic load increases when signaling mechanisms in the 
body are chronically activated inappropriately or whenthe 
body maladapts repeatediy to theexoessive demands placed 
upon it. (McEwen, 1998) This wear and tear can be seen 
as dysponesis and can be measured using the multisystem 
physiological assessmentsemployed in applied kinesiology, 
and these measurements have prognostic significance. (See 
Tables 4 and 5, Chapter 4) 
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Neurolymphatic 
Reflex 


The NL represents neurolymphatic reflexes based on 
reflexes described by Frank Chapman, D.O., in the 19308. 
(Owens, 1963) Owens described the Chapman reflexes as 
points on the body that influence Iymphatic drainage of 
specific organs and glands and are associated with different 
types of health problems. Goodheart found thatstimulating 
these reflexes with firm rotatory massage often returned a 
weak muscle to normal; when the reflex is active and in 
need of treatment, stimulating it will also cause previously 
strong muscles to test weak on MMT. These reflexes are 
termed neurolymphatic reflexes in applied kinesiology. 
Goodheart brought Chapman's findings to the applied 
kinesiology community in 1965, after carefully correlating 
each of these reflexes with predictable patterns of muscle 
inhibition. The anatomical reliability of the autonomic 
innervation of the visceraand glands makes the segmental 
paravertebral pattern of organ-specific reflexes predictable 
and therefore of diagnostic value. 

Chapman and Goodheart found that the anatomic 
relationship between the involved organ and the soft tissue 
reflexes displayed makes the reflex changes consistent 
from individual to individual, and this makes these 
neurolymphatic reflexes predictable and consequently 
of diagnostic value. The associated manual muscle test 
coincident with the presence of active neurolymphatic 
reflexes permits one aspect of reflex diagnosis to be less 
subjective and more accurate. (Masarsky & Masarsky, 
2001) As discussed elsewhere in this text and in many 
reportsthroughoutthescientificliterature, theaccuracyand 
precision of palpation is less than optimal. But inaddition, 
does palpation of a tender point on the body indicate the 
kind of problem underneath the palpating fingers? Do the 
departures from a perceived ‘normal’ suggest structural, 
reflex, psychological, neural, or functionalabnormalities? 

Fryer et al. (2010, 2004) report that the relationship 
between abnormal paraspinal tissue texture detected by 
palpation and abnormal spinal function is unclear, and 
they note that palpation for tenderness is more reliable than 
palpation for tissue texture change. But again, what does 
the pain on being palpated mean? Is it a neurolymphatic 
reflex...or something else very different? The insufficiency 
of palpation for pain as a sole diagnostic measure is 
thoroughly discussed elsewhere. (Chaitow et al., 2008; 
Mense & Simons, 2001; Troyanovich et al., 1998) 
Keating et al. (Keating et al., 1990) note discouragingly 
“Little significant agreement between [three experienced] 
examiners was found for active and passive motion 
palpation, muscle tension palpation and misalignment 
palpation.” 
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Lymph system 


Transports nutrients 


Carries debris of the 


circulatory system 


Defensive element of 


immune system 
Filters and purifies 


Captures and destroys 


toxins 


Produces mature 
lymphocytes 


Lymph system reflexes 
influence all muscles of the 
body (afferent stimulation 
produces efferent response) 


(Sato, 1992) 
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Neurolymphatic Reflexes 
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Differentiation between spinal somatic dysfunctions 
and neurolymphatic (visoerosomatic) reflexes is often 
difficult, and there is frequently a chicken-egg relationship 
at the same vertebral level. Nansel & Szlazak (1995) 
published a review of this subject and concluded that 
visceral and somatic pains are often difficult to distinguish 
from oneanother duetospinal cordconvergenceofafferent 
neurons. They suggested that muscles appeared to be 
designed by the nervous system to respond to visceral pain. 
The applied kinesiology challenge and therapy localization 
to the reflex compared to the vertebrae involved can guide 
treatment more effectively. The sensorimotor stimulation 
that produces immediate improvements in the associated 
muscle (visceromotor) dysfunction is the best candidate 
for the initiation of treatment. It should be remarked that 
because muscle inhibition, tenderness, tissue texture 
change, and generalized motion restriction are presentand 
can be identified by MMT and palpation, viscerosomatic 
reflexes indicatesomatic dysfunction and may be classified 
according to the appropriate 739 codes listed in the ICD-10 
CM. (ICD-10 CM, 2012) 

Neurolymphatic reflexes are a useful part of applied 
kinesiology diagnosis because they are a somatic 
dysfunction that develops in response to visceral pathology. 
They offer diagnostic clues to the location and severity of 
potential underlying viscoeral abnormalities. The usefulness 
of the manual muscle test in patient education about the 
effect of the viscerosomatic reflex upon their muscular 
dysfunctions is also invaluable. The neurolymphatic 
reflexes are identifiable by manual muscle testing when 
therapy localization is applied to the reflex, and an 
associated muscle is tested; the reflex is usually in thesame 
dermatomes and myotomes that share innervation with 
the etiologic organ. Beal (1985) and Chaitow (1988) have 
provided the most thorough overviews of the recorded 
locations of visoerosomatic reflexes to date. 

Duffy (Duffy, 1991) highlights this relationship by 
changingthetermfromaviscerosomatictoamusculovisceral 
reflex. The linkage between the musculoskeletal system 
and specific organs and glands through the segmental 
arrangement of the CNS allows the physician to associate 
seemingly unrelated areas of the muscular system to the 
visceral system in a holistic approach to patient care. To 
approach the patient in this way means that the physician 
considers the interrelationship of seemingly unrelated 
structures and systems; it fosters the integrative clinical 
approach for which applied kinesiology is renowned. 

An example of AK use of therapy localization is seen 
when the pectoralis major (clavicular division) tests weak. 
One can have the patient place the fingertips over the 
neurolymphatic reflex area for the muscle, and the muscle 
will test strong if that reflex is involved with the weak test. 
Treatment by rotatory stimulation of the NL reflex will 
then cause the muscle to test strong without the therapy 
localization. Therapy localization can further be used to 
determine if the reflex was adequately stimulated. If the 
muscle again weakens when the patient therapy localizes 
the neurolymphatic reflex area, further stimulation of the 
reflex is needed. Therapy localization is used in thismanner 
to determine when effective treatment has been applied to 
the various reflexes, subluxations, or other factors. 
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Neurological model of 
neurolymphatic reflexes 


Schmitt and Yanuck (1999) have proposed an 
updated neurological model regarding theneurolymphatic 
mechanism. The palpable “gangliform contractions” 
of these reflexes, about the size of a “BB shot” or “bean- 
sized nodule”, are thought to be areas of ischemia and 
hyperirritability. The degree of relative ischemia, hypoxia 
and retention of toxic debris evident, as the various stages 
of adaptation progress from the related visoeral organ and 
reflex, is likely to vary from person to person in relation 
to features such as the severity of the condition, age of the 
patient, stress created by the problem, nutritional status 
and lifestyle, among others. 

It isduringtheseadaptationstagesintheviscerosomatic 
cycle that signs might be noted of viscerosomatic reflex 
effects in the body, particularly in the intercostal spaces, 
in which discrete areas of the affected soft tissues would 
evolve into localized areas of irritation as NL and other 
viscerosomatic reflexes appear. (Redwood & Cleveland, 
2003; Korr, 1997) These sensitive, discrete and palpable 
tissue changes are themselves capable of sending noxious 
impulsesto distant targetareaswhere pain and newsomatic 
and visceral dysfunctions may develop. 

These viscerosomatic reflexes are proposed to increase 
afferent activity into thespinal cord.Sincethesenociceptive 
stimuli have direct contact with the intermediolateral cell 
column’s (IML) primary autonomic neurons, an active 
NL would drive the IML to a heightened state of activity. 
This activity from the internuncial neurons and the IML, 
which synapse with ventral horn motor neurons, result in 
altered motor strength and function, as seen with spinal 
subluxations and viscerosomatic reflexes. By treating the 
NLsthroughrotatorymassage, decreasingpaincomingfrom 
the NL reflex to the IML, the increased sympathetic outflow 
from the irritated IML would be decreased. Increased IMF 
outflow produced increased sympathetic nervous system 
activity, resulting in vasoconstriction to most viscoera and 
decreased endocrine and exocrine secretion for most 
organs. By treatment of the NL, sympathetic activity to 
those organs that are related to the NL would decrease, 
and parasympathetic activity would increase. Because 
parasympathetic activity produces vasodilation to the 
viscera and increased organ secretion and peristalsis, the 
effect of treating the NL is hypothesized to increase the 
homeostasis of the organs treated in this way. Schmitt and 
Yanuck’s hypothesis has been reaffirmed by Patriquin, 
(2002) who suggests that NL reflexes modify dysfunction 
of the sympathetic nervous system upon segmentally 
related Iymphatic vasculature. Bialowsky (2009) confirms 
these effects of soft-tissue manual therapies, showing 
that when the treatments proposed by Chapman and 
Goodheart for NL viscerosomatic reflexes are given, the 
removal of oellular exudates and changes of blood levels 
of b-endorphin and serotonin may occur (Degenhardt et 
al., 2007); endogenous cannabinoids (McPartland et al., 
2005) are increased; improved circulation and drainageand 
decreased muscle spasm can be expected with relaxation 
and re-alignment of soft tissues, as well as breaking of 
adhesions and increased range of motion to follow. 
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Caso (2004) suggests “After treatinga NL, the resultant 
changes in a muscle’sconditional inhibition, as determined 
by AK MMT, can beattributed to the collateral connections 
from the IML axon that reach alpha-motor neurons. These 
are the same alpha-motor neuron connections utilized by 
all flexor reflex afferent pathways in the flexor withdrawal 
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and crossed extensor reflexes. As a result, it is reasonable to 
expect changes in muscular facilitation, as well as the reflex 
inhibition of hypertonic antagonists, reflecting an altered 
central integrative state of the alpha-motor neuronal pool 
(Schmitt, 1993).” 


Table 1 


Partial list of conditions improved by applied kinesiology neurolymphatic reflex treatment 
(References in Appendix 1) (Available from ICAK USA, 2012; ChiroACCESS, 2012) 


Neurolymphatic reflex outcomes research 


Schmitt WH, Jr. 2008 (n=1) 
Rogowskey T. 2006 (n=6) 
Calhoon ]J. 2005 (n=1) 
Calhoon ]J. 2005 (n=30) 
Duffy CA. 2005 (n=1) 
Maykel W. 2004 (n=1) 
Schmitt WH. 2002 
Gregory, et al. 2001 (n=88) 
Calhoon J. 2001 (n=1) 
Rogowskey T. 2001 (n=1) 
Duffy CA. 1999 (n=3) 
Duffy CA. 1999 (n=1) 
Arcadi VC. 1997 (n=25) 
Kaufman SJ. 1997 (n=2) 
Arcadi VC. 1996 (n=50) 
Wagner, RC. 1992 
Leaf, DW. 1991 
Masarsky CS & Weber M. 1991, 1988 
Lines D, McMillan A, Spehr G. 1990 (n=30) 
Boven, LC. 1989 
Hambrick LV. 1988 (n=25) 
Lebowitz M. 1987 (n=50) 
Jacobs G, Franks T, Gilman G. 1984 (n=65) 
Hynes KO. 1981 
Mannino JR. 1979 


Despite the widespread use of neurolymphatic reflexes 
in the healing arts, insufficient academic research hasbeen 
carried out thus far. One study by Mannino (1979) found 
that prolongedstimulation ofa posterior NL for theadrenal 
glands resulted in Iowering aldosterone levels in low-renin, 
high-aldosterone hypertensive patients. The trial involved 
treatmenttothispoint, orashampoint, withpressureapplied 
to either the real or a false point for a total of two minutes, 
inacircular motion. There wasaconsistent and measurable 
fall in aldosterone levels, within 36 hours of stimulation of 
the NL for the adrenals, but no change in aldosterone levels 
when the sham points were stimulated. These reflexes were 
shown to have a potent and predictable effect on levels of 
thishormone. Linesetal. (1990) showed thatstimulation of 
NLs related to the diaphragm muscle in patients with below 
average respiratory function (measured with spirometry 
assessment of forced vital capacity and forced expiratory 
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volume, before and after treatments), produced significant 
improvements in their forced vital capacity. The effect of 
NL treatment on respiratory function has been confirmed 
by Masarsky & Weber in several reports. A research team 
from Northwestern College of Chiropractic (Jacobs et al., 
1984) found thattherapy localization oftheneurolymphatic 
and neurovascular reflexes for the teres minor muscle 
(associated in applied kinesiology with the thyroid gland), 
tended to correlate with standard clinical assessments of 
thyroid function. The authors suggest that “AK enhanced 
but did not replace clinical/laboratory diagnosis of thyroid 
dysfunction. Preliminary evidence indicates that there may 
beasignificant correlation between certain AK testsandan 
elevated LDH in the serum.” 

Finally, in a fascinating study by Gregory eetal. (2001) 
at the Hedley Atkins Breast Unit, Guys Hospital in 
London (UK), 88 women with self-rated moderate or 
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severe mastalgia (breast pain) were treated using applied 
kinesiology NL reflexesfor thetensor fascia latamuscle. The 
women were predominantly pre-menopausal, and patients 
with both cyclical and non-cyclical pain were included in 
the study. Patients’ self-rated pain scores, both before and 
immediately after applied kinesiology were compared, 
together with a further score 2 months later. Immediately 
after treatment there was considerable reduction in breast 
pain in 60% of patients with complete resolution in 18%. At 
the visit after 2 months, there was a reduction in severity, 
duration and frequency of pain of 50% or more in about 
60% of cases (P<0.0001). The authors concluded “this 
preliminary study suggests that applied kinesiology may 
be an effective treatment for mastalgia, without side-effects 
and merits testing against standard drug therapies.” 

Applied kinesiology published research evidence on 
the beneficial effects of NL treatment isgrowing. (See Table 
l above) 


Neurovascular 
Reflex 


In the early 1930s Terrence J. Bennett discovered 
locations about the head and body that he proposed 
influenced the vascular supply of different organs and 
structures. Martin has brought this work to print by 
quoting from Bennett's work (Martin, 1983, 1977) and 
expanding on it. During the mid-1960s Goodheart found 
that stimulation to these reflexes returned specific weak 
muscles to normal function in some cases. Most of the 
Bennett reflexesthat Goodheart found to beassociated with 
muscle weakness were located about the head. A specific 
muscle responded only to one reflex, but most reflexes 
influenced more than one muscle. Bennett's reflexes have 
been termed neurovascular reflexes in applied kinesiology. 
The association of the neurovascular reflex with muscle 
function appeared to relate to the ectodermal unfolding 
of the embryo and the association of the general nervous 
system with the skin receptors. 


Neurovascular dynamics 
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Goodheart’s association of muscle dysfunction with 
Bennett’s reflexes, along with the discovery of therapy 
localization, added an objective evaluation tool of the 
reflexes that determines when treatment is necessary and 
whether it is effective. This enhanced both Bennett’s and 
Goodheart’s work. 

In applied kinesiology, the receptors treated as 
neurovascularreflexesinfluencemusclestrengthasobserved 
on manual muscle testing; they also appear to influence 
remote areas in the body. With biofeedback equipment, 
Goodheart demonstrated remote thermal changes from 
the stimulation of neurovascular reflexes. (Goodheart, 
1967) The thermal change does not necessarily develop in 
apredictable area; it seems that treatment of neurovascular 
reflexes used in AK tends to influence numerous areas. 
Therapy localization can generally indicate the length of 
time a reflex needs to be held. If the reflex has not been 
treated long enough, positive therapy localization will 
continue, as revealed when a previously strong indicator 
muscle weakens. The neurovascular reflex is another 
viscerosomatic reflex whose detection and adequate 
treatment are improved with applied kinesiology therapy 
localization and manual musde testing. After successfully 
treating a neurovascular reflex, the muscle(s) which was 
weak due to the abnormal neurovascular/visoerosomatic 
reflex should now test normal on manual muscletesting. 


Table 2 


Partial list of conditions improved by applied kinesiology 
neurovascular reflex treatment (References in Appendix 2) 
(Available from ICAK USA, 2012; ChiroACCESS, 2012) 


Neurovascular reflex outcomes research 


Calhoon ]. 2005 (n=30) 
Koffeman GN. 2004 (n=1) 
Shin B. 2003 (n=1) 
Tooley J. 2003 (n=1) 
Sherman JG. 2000 (n=1) 
Kaufman S]J. 1997 (n=2) 
Hambrick LV. 1988 (n=25) 
Masarsky CS, u 
Weber M. BeeR) 
Woodson, AJ. 1990 
Woodson, AJ. 1989 
Masarsky CS, u 
Weber M. ee) 
Jacobs G, Franks _ 

T, Gilman G. Iasa m=0N) 
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Cerebrospinal Fluid 


L__ — 


Thecranial-sacralprimaryrespiratorysystemdescribed 
by Sutherland (Sutherland, 1939) is represented in the 
five factors of the IVF by CSF, standing for cerebrospinal 
fluid. Drs. DeJarnette, Blum, Pick, Goodheart, Walther, 
and Ferrari in chiropractic; Chaitow, Magoun, Frymann 
and Upledger in osteopathy, and von Piekartz and Bryden 
in physiotherapy (among many others) have devoted 
careers of research into the assessment of dysfunction in 
the cranial-sacral primary respiratory mechanism. (Blum 
2011; DeJarnette, 1979; Goodheart, 1968; Walther, 
1983; Ferrari, 1984; Pick, 1999; Chaitow, 2005; Magoun, 
1976; Milne, 1995; Frymann, 1998; Upledger, 1983; von 
Piekartz & Bryden, 2001) Dysfunction within the system 
can cause muscle dysfunction throughout the body. 
Movement of the cranial bones and meninges is enhanced 
by thoracic respiration as objectively measured by 
Frymann. (Frymann, 1971) Lewandoski et al (1996) used 
infra-red markers that measured the kinematics of the 
cranial sutures and showed that cranial motion was 
occurring that was not simply due to sutural malleability. 
The dental physician Libin (1982) showed that changes of 
between 2 and 3 millimeters occurred across the maxillae 
as measured at the second molars, following cranial 
treatment. Importantly, Zanakis etal. (1996) comparedthe 
proposed model of sutural motion using infra-red markers 
as well and the parietal suture. The infra-red markers were 
attached to acupuncture needles that were attached into 
specific bony locations relative to the sagittal and frontal 
sutures. The conclusion was “that motion of the cranial 
bones is not a simple ‘hinge’ operation but a complex 
motion involving more than one axis of motion.” This 
finding is in agreement with applied kinesiology findings 
as well, and is another reason for the development of the 
AK sensorimotor challenge system of cranial analysis. A 
recent review of the research literature on the biological 
plausibility of cranial movement as well as outcomes of 
cranial treatment has been published by Blum & Cuthberrt. 
(2006) 


Frymann’s study of 
cranial motion using 
fixed transducers. 
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William Garner Sutherland, DO 
Founder of cranial osteopathic concepts 


In applied kinesiology, a muscle which tests weak and 
regains strength on a deep inspiration or expiration or 
other specific phase of respiration indicates disturbance 
in the cranial-sacral primary respiratory mechanism. 
Examination of this system, along with general dural 
tension, often reveals important treatments needed in 
applied kinesiology. 


Systems of cranial examination 


Thereare three primary approaches used in evaluating 
the cranial primary respiratory mechanism. Most systems 
concentrate on one approach. The first approach relies 
on observation for skullasymmetry. Another approach is 
astute palpation for motion of the primary respiratory 
mechanism. ThiswasdevelopedbySutherland (Sutherland, 
1939) and is used primarily in the osteopathic profession 
and cranio-sacral schools. The third approach uses manual 
muscle testing to evaluate function, and applies various 
sensorimotor challenges to the cranial-sacral system to 
observe changes in muscle strength for analysis of the 
primary respiratory mechanism. This is the approach 
developed by Goodheart (Goodheart, 1968) and used 
primarily in applied kinesiology and associated schools of 
therapy. 


Visual Observation 


— 


The approaches in cranial therapeutics which use 
visual observation for symmetry work on the premise that 
a balanced skull is one which has good function. When 
asymmetry is observed, an effort is made to manipulate 
the skull to a more balanced position. This isa problematic 
approach because it does not take into consideration the 
possibility that the bones of the skull may be malformed 
due to stresses present during infancy and early childhood. 
If westudy the 100-plus articulations present in the human 
skull, as well as the diversity of sutural development and 
geometry, as well as the extraordinary diversity of stress 
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band fibers which run through the dura (very evident at 
autopsy), it will become apparent that cranial movement 
patterns will be as different from one person to another as 
their signatures, fingerprints, or the convolutions of the 
brain itself. 

Although observing for lack of symmetry is not an 
optimum method within itselfto determine thecorrections 
needed for the cranial primary respiratory mechanism, 
it does provide useful information. Visual observation 
indicates whether cranial faults are likely and what type 
they could be. Further evaluation is necessary to confirm 
this and determine how a correction should be made. 


Palpation for cranial mobility 


Palpation is the major diagnostic factor used in 
osteopathy in the cranial field. (Magoun, 1976) It is also 
used to a limited extent by other diagnostic approaches 
to the cranium. The osteopathic use of palpation is for 
position, determination of motion, and detection of 
movement and tension dysfunctions. The approach should 
not be attempted without thorough study and personal 
instruction. 

Position: Palpation for position is used to augment 
visual observation. In cranial osteopathic palpation, 
gentleness — a very light touch — is stressed. Great care 
is taken in learning the art of this very discriminating type 
of palpation. In this approach to ultimately evaluate the 
position of the various bones of the skulland face, attention 
to soft tissue characteristics is emphasized. The muscles 
and fascia are evaluated for contraction, and the nature of 
the tissues is observed. 

In evaluating bone position, it is necessary to have 
firmly in mind the model of motions made by the various 
bones in the primary respiratory mechanism.For example, 
on sphenobasilar flexion, the tip of the mastoid process 
moves posteriorly and medially. A comparison of the 
right and left mastoid tip indicates the relative activity of 
the two bones. If the mastoid tip is posteromedial on one 
side and anterolateral on the opposite, a three-dimensional 
cranial lesion is indicated. This portion of the palpatory 
examination is regularly used in applied kinesiology, as well 
as in cranial osteopathy. 


Posteromedial 
mastoid tip | 


nterolateral 
mastoid tip 
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Motion evaluation in cranial osteopathy is for the 
cranial rhythmical impulse, involuntary active motion 
of the cranial bones, and passive motion. Again, all these 
approaches require very discriminating palpatory art. 
The admonition is continually given to use “gentle, tactile 
discrimination” with “feeling, thinking, seeing, knowing 
fingers.” (Magoun, 1976) 

Palpationasaprimary diagnostictoolfortheevaluation 
of the cranial primary respiratory mechanism offers several 
advantages; it also has its disadvantages. The approach is 
an objective method if the examiner has developed skill 
in the procedure. Studies have shown both good and 
poor abilities from different individuals. (Hartman, 2006; 
Chaitow, 2005) With this skill, the approach to determine 
proper skull motion does not rely simplistically on the 
skull “not looking normal.” It objectively evaluates which 
articulations do not have adequate motion and indicates 
specific therapeutic efforts needed. The therapy used with 
this concept is gentle, and there are objective criteria for 
administration of the therapy; thus iatrogenic problems 
are minimal. After therapy has been administered, the 
skull can be re-evaluated objectively to determine if 
improvement has been obtained. The major disadvantage 
appears to be the considerable amount of art required in 
obtaining accurate information from the palpation to make 
the above determinations. Itshould be obvious that various 
individuals will develop a wide range of proficiency in the 
application of this system. 

The cranial rhythm, with its central physiologic 
governing mechanisms, is an involuntary motion that 
occurs in a fluid (like sea-water) medium. A pulsation 
within a fluid medium will not necessarily produce thekind 
of specific osseous rotations with precise axesembraced by 
the pioneering cranial chiropractors and osteopaths. 

Walthers second book (Walther, 1983) on the 
stomatognathic system in this series of applied kinesiology 
textbooks, as well as Chaitow’s more recent book on 
cranial manipulation, (2005) describe in detail more 
than 100 studies (employing radiologic, neuro-imaging, 
dissection, histological, ultrasonography, electrical, and 
numerous mechanical devises for measurement) showing 
the movement of the brain and the bones and sutures of 
the skull. Aside from Walther'sand Chaitow’s books, other 
well-referenced and illustrated texts come from Friedman 
etal. (2000) Retzlaff & Mitchell (1987), Pick, (1999) King, 
(1999) Feely (1988), Magoun (1976), and particularly 
DelJarnette, (1979) who introduced cranial therapy into 
the chiropractic profession. (Hesse, 1991) These sources 
present a significant amount of data representing the 
clinical, mechanical, and physiological aspects of cranial 
therapy and definitively demonstrate the biological 
plausibility and clinical outcomes and efficacy of cranial 
therapeutic care. (Blum & Cuthbert, 2006) 


Manual muscle testing: 
improved reliability in diagnosis 
of cranial dysfunctions 


The applied kinesiology approach to the cranial 
primary respiratory mechanism was developed by 
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Goodheart (Goodheart, 1968) and uses manual muscle 
testing as a system for evaluating cranial function. It 
evaluates the influence of the muscles of the cranium, face, 
and mastication upon cranial primary respiratoryfunction 
and vice versa. The AK approach also integrates totalbody 
activity, evaluating the interaction of the cranial-sacral 
primary respiratory mechanism with other body functions. 
For example, cranial faults can be secondary to disturbance 
inanyaspect of thetriad of health, and vice versa.Structural 
disturbance may come from body imbalance from thefoot 
upward. Certain chemical imbalances can causecranial and 
pelvic faults, ascan certain mentalaspects. These have been 
covered extensively by Walther in Volume 2 of this series 
of AK textbooks, (1983) Crisera in his impressive text 
Craniosacral Energetics: Frontiers in the craniosacralconcept 
(1997) and will be updated in the subsequent textbook of 
this series on AK and Upper Body Dysfunctions. 

The key technical factor that has advanced cranial 
diagnosis and treatment, and brought the entire field of 
cranial therapy into accessible, reproducible practice and 
scientific form, was provided by Goodheart’s discovery 
that the musculoskeletal system and manual muscle testing 
(MMT) accurately reflects what is going on within the 
cranial mechanism. 

MMT has allowed us to discover the dramatic 
functional relationships thatexist between the cranium and 
every other articulation and tissue in the body. (ICAKUSA, 
2012; Walther, 1983) Furthermore, patients are not treated 
in a “touchy feely” fashion in which the patient's skull is 
cradled for an indeterminate time until a perception of 
warmth or a yielding or softening sensation is noted. 
Assurance, specificity and repeatability may be introduced 
into one's work with the cranial mechanism. There are 
other physical signs and tests (besides MMT) that also 
reveal cranial dysfunction, but indirectly; these have been 
written about extensively in the sacro-occipital technique 
(SOT) and osteopathic literature. Returning the dura to a 
physiological range of tension by using specificallyapplied 
cranial corrections is a major goal of AK evaluation and 
treatment, which seeks to achieve zero defects inside and 
outside the cranium. With so many teachers and systems 
of cranial treatment available, how can the. clinician 
determine which ones are best for a given patient during 
a particular office visit? Using MMT, this decision-making 
process can be accomplished, in part, by utilizing a 
neurological sensorimotor challenge that produces the best 
improvement in inhibited muscle function as a result of 
cranial challenge and treatment. 

The cranial nerves also carry dural sleeves with them 
for some distance; therefore any abnormal meningeal 
tension may be transmitted to a nerve and affect its 
function. Tensionanywherealong the contiguous meninges 
can therefore be transmitted to the cranial nerves. This is 
because the peripheral and the central nervous systemsare 
acontinuous tissue tract. The neuropathies that mayresult 
from cranialbone dysfunction canbemotorand/orsensory, 
and their severity depends on the amount of compression 
and neural irritation as well as the amount of ischemic 
radiculopathy. Breig has shown that problems come about 
primarily because of the entrapment neuropathy’s effects 
on the vasculature of the nerve root. (Breig et al., 1966) 
Throughout the cranium, therearea number ofsites where 
cranial nerves may be impinged upon by soft tissue at 
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bony ridges or foraminal openings. These sites may reflect 
mechanical or physiological changes in neural function, 
leading to a mechanical subset of cranial neuropathiesthat 
have been or can besuccessfully treated clinically by cranial 
practitioners. 


Cranial challenge 


The diagnostic method used to discover cranial faults 
in applied kinesiology is termed a “cranial challenge,” which 
has been described in the literature, (Cuthbert & Rosner, 
2010b; Cuthbert & Barras, 2009; Cuthbert & Blum, 2005) 
and will be briefly described. In Magoun’s osteopathic 
text, Osteopathy in the Cranial Field, 3rd Edition, pg. 100, 
in the chapter called “Principles of Treatment”, there are 
5 different methods described for “securing the point of 
balanced membranous tension which must be followed to 
secure the best results.” 

“A. EXAGGERATION. This is the ordinary proce- 
dure for the usual case and is employed when not 
contraindicated...To employ this method, increase the 
abnormalrelationshipatthejointbymovingthearticulation 
slightly in the direction towards which it was lesioned....To 
do this with the two members of an articulation augments 
the chance ofsecuring a reduction because of the increased 
resilience of the membranes.” 

This EXAGGERATION must be understood in 
relation to applied kinesiology’s challenge mechanism, and 
in relation to thecorrective procedures. EXAGGERATION 
describes the work done by the physician in order to help 
optimize the cranial fault's diagnosis and correction. In the 
applied kinesiology rebound challenge procedure, which 
employs Magoun's exaggeration procedure, the physician 
increasesthefault pattern ofasinglebone,orgroup.ofbones, 
with the intention that this vector of force placed into the 
skull will causeamomentary lowering ofthe overall muscle 
tone of the indicator muscle. This is due to a temporary 
increase in the tension of the reciprocal tension membranes 
ofthecranio-sacralsystem. Thepressureapplied totheskull 
(rebound challenge) increases the cranial fault, tightening 
the dural reciprocal tension membrane. The AK challenge 
introduced to the skull causes an increase of the suspected 
cranial fault already present, thereby weakening an 
indicator muscle. The correction of the same cranial fault 
has the same vector as the cranial challenge producing the 
greatest muscle weakness; however the corrective force is 
held through five respirationsor moreso thatthe tensioned 
reciprocal tension membranesaround the cranial faultwill 
accumulate enough energy or tension to free itself and 
spring back, or rebound, into thecorrect relationship. This 
is the osteopathic exaggeration correction, employed until 
the point of correction is achieved, the point of balanced 
membranous tension or complete anatomical release. 

In AK, we couple this exaggeration correction with the 
assistance ofthe patient'sown precisely guidedbreathing. If 
extension is the cranial fault being treated, then inspiration 
pulls the membranes toward flexion; if flexion is the fault, 
then expiration pulls the membranes toward extension. 
Respiratory assistance has been used in cranial therapy 
since its inception, and it is oneof the primary forces which 
produce the cranial rhythm itself. 
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Cranial Challenge 
to wings 
bone) 


Applied kinesiology challenge to the cranium consists 
simply of pressure applied to a cranial bone(s) in a 
direction expected to obtain correction. After an external 
stimulus is applied, muscle-testing procedures are done to 
determine a change in the muscle strength as a result of 
the stimulus. Through this approach, ineffective therapies 
and vectors and contacts that produce no improvements 
in muscle strength are rejected, and only those that elicit 
the best muscle response are used. In AK, diagnosis of a 
cranial dysfunction moves seamlessiy toward correction 
of the dysfunction because the challenge and/or therapy 
localization methods guide the clinician toward the most 
effective therapy for the diagnostic finding (inhibition on 
MMT). 

The cranial rebound-challenge using MMT functions 
in two ways: 1) It provides the doctor with a noninvasive, 
painless method of diagnosis; and 2) It indicates the 
treatment necessary to normalize the meningeal tension in 
the skull and around the brain. 

Therapy localization as used in phases of applied 
kinesiology is applied to the cranial primary respiratory 
mechanism. Therapy localization can be used to help 
determine when cranial faults are present, and if they 
have been corrected. Again, it is necessary to point out 
that positive therapy localization only tells something is 
wrong in an area. Positive therapy localization to an area 
of the skull does not neosssarily indicate that a cranial 
fault is present, but combined with other diagnostic factors 
(mechanical and respiratory challenge, among others) it is 
an important tool of investigation. 

The challenge mechanism, combined with manual 
muscletesting, is themostvaluabletoolavailableinthisform 
of cranial investigation. Challenge not only reveals what 
type of cranial fault is present; it gives specific information 
in most cases to determine the type of correction required, 
and whether or not the correction has been obtained after 
the therapeutic effort. As important as this is, perhaps the 
most useful benefit of MMT is that it shows the patient and 
the clinician the widespread effects of cranial dysfunctions 
and that treatment to the cranium produces remarkable, 
widespread results. 

The applied kinesiology approach to the cranium 
specifically indicates how a correction should be made, 
thus reducing iatrogenic problems that may develop as 
a result of cranial therapeutics to a bare minimum. Most 
important is the ability to re-evaluate after therapeutic 
efforts to determine if correction has been obtained, or 
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if the mechanism has possibly been placed into greater 
dysfunction. 

Cranial therapeutics should not be attempted without 
training and knowledge of skull function. There are verbal 
and a very rare few published reports of severe iatrogenic 
problems resulting from inept cranial manipulation. 
(Elliott et al., 2003) Clinical responseand lack of iatrogenic 
problems has been extremely satisfactory following the 
applied kinesiology examination and therapeutic approaches 
described in Goodheart's and Walther's textbooks. (The 
subsequent volume of thisseries—- Applied Kinesiology and 
Upper Body Dysfunctions — will cover applied kinesiology 
cranial approaches in greater detail). 

It isstrongly recommended thatthestudy of these texts 
be augmented by personal instruction from a diplomate 
of the International College of Applied Kinesiology. The 
workshop procedures used in teaching the subject give 
the practical experience necessary to properly conduct 
the examination and administer the therapy. It is strongly 
advised not to use forceful, concussive manipulations on 
theskull. An investigation ofthedelicate, intricatestructure 
of the various skull sutures indicates the need for accurate, 
gentle manipulative efforts. Concussive thrusts have the 
potential of damaging the sutural structure, creating 
adhesions that ultimately causeincreasedskull disturbance. 


Muscles and cranial bones: 
intimate functional connections 


One example of the relationship between muscle 
function and cranial dysfunction is the lateral pterygoid 
muscle. Travell and Simons (1983) state “The external 
(lateral) pterygoid muscle is frequentiy the key to 
understanding and managing TMJ dysfunction syndrome 
and related cranial mandibular disorders.” Upledger and 
Vredevoogd (1983) confirm this. “It (lateral pterygoid) is 
a frequent cause of recurrent cranial sacral and temporal 
mandibular joint problems”. Along with other key muscles 
that attach to the head, assessment and therapeutic 
attention to the muscles of the head, face, jaw and neck isa 
pre-requisite of successful cranial therapy. 

Significant association between neck pain and 
craniomandibular symptomatology has been reported. 
(Ciancaglini et al., 1999; Curl, 1991) Sensory information 
from the cervical spine converges with trigeminalafferents 
within thespinal tractofthetrigeminal nucleus, while fibers 
arriving in the subnucleus caudalis desoend further down 
to C2-C3 andeven C6. Thesuperrficial sensory distribution 
of the upper cervical nerves (the ventral cervical roots 2 
and 3) also comprises parts of the face, especially the 
mandibular angle. Segmental limitations (especially at 
the C0-C3 levels) and tender points (especially in the 
sternocleidomastoid muscle and upper trapezius muscle) 
were found to besignificantly more present in patients with 
craniomandibular symptoms than in controls (De Laat et 
al., 1998). 

Cervical trauma of whiplash dynamics often causes 
ligamentous trauma both to the neck and the TMJ, with 
subsequent ligamentous laxity. In such cases it is of 
the utmost importance that the muscles of the cervical 
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spine, which are part of the closed kinematic chain of the 
stomatognathic system, be functioning normally. Cases 
which fail to respond to regular chiropractic care often 
have remained untreated because of undiagnosed TMD 
and cranial disturbances. (Blum & Cuthbert, 2006) It is 
not uncommon for a patient to complain that his teeth do 
not fit together properlyafteramotor vehicleaccident. This 
canbea result of distortion of the cranial bones from direct 
or indirect trauma to the skull. Direct trauma is obvious, 
l.e., hitting a steering wheel, windshield, or some other 
structure in thecar. Indirecttrauma occurs from asnapping 
action of the neck and the ligaments and muscles pulling 
into the cranium. One often sees this when an individual’s 
head is turned slightly at the time of a rear-end collision. 
With the cranial disturbance, cranial nerves may become 
involved. Of importance in craniomandibular function is 
cranial nerve V,supplying the muscles ofmastication. 


Figures show the interactions of the skull with a 
complex of muscles and other structures 
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Craniomandibular syndromes involve far more than just 
the two jaw joints. A failure in any part of this 
system of interconnected structures and functions 
may disturb all the others. 


Subtleentrapment 
of cranial nerve 
V may produce 
imbalances in 
the muscles of 

mastication 
affectingocclusion 
and creating 
strain on cranial 
and TMJ motion. 
(Chaitow, 2005; 
Upledger, 1987; 


Walther, 1983) Cranial 


Nerve V 
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Much attention is directed toward treatment of the 
soft tissue injuries of the cervical spine and elimination of 
subluxations and fixations. Applied kinesiology examination 
and treatment also includes examination of the muscles 
of mastication, hyoid muscle balance, neck flexors and 
extensors, and the general organization among them. In 
addition, the cranial primary respiratory mechanism is 
effectivelyexamined with manual muscletestingmethodsto 
eliminate common causes of muscle imbalance, such as the 
uppertrapeziusandsternocleidomastoidsuppliedbycranial 
nerve XI, which can be disturbed asa result of cranial faults. 


(With kind permission, ICAK-USA) 


The temporalis muscle is a jaw-closer and the angles 
of its fibers align with all the teeth, providing 
a crushing mechanism. 


The two temporalis muscles are directly connected to 
theskull and cross the coronal sutures, thesphenosquamus 
suturesandthetemporoparietalsutures. It is hardtoimagine 
muscles with greater direct mechanical influence on cranial 
function than these thick and powerful structures. 

Upledger (Upledger, 1987) points out that when the 
teeth are tightly clenched, contraction of the temporalis 
draws the parietal bones down. Because of thearchitecture 
of thesquamous suture between the temporal boneand the 
parietal bone, a degree of sliding is possible between them. 
Trigger points from the temporalis muscle refer to the side 
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and the front of the head, eyebrows, behind the eye and 
upper teeth, as well as into the TMJ. Temporalis lies in the 
reference zone of several cervical muscles, including the 
trapezius and sternocleidomastoid, and its trigger points 
may be satellites of trigger points in these muscles. (Mense 
& Simons, 2001). The applied kinesiology approach to 
myofascial trigger points has recently been described in 
a number of studies. (Cuthbert & Rosner, 2010a and b; 
Cuthbert, 2002) According to Upledger and V/redevoogd, 
(1983) upper trapezius dysfunction may immobilize the 
flexion movement of the occiput and that the muscle must 
be effectively corrected before cranial base treatment can 
be effective. This muscle also crosses the occipitomastoid 
suture and crowding of this suture can contribute to many 
symptoms including gastrointestinal upsets, dyslexia, 
headache and personality disorders. (Upledger & 
Vredevoogd, 1983) The innervation of the upper trapezius 
muscle comes from the spinal portion of cranial nerve XI 
(spinal accessory). This complex nerve originates from the 
ventral roots of the first five oervical segments and then 
rises through the foramen magnum and then exits the 
skull through the jugular foramen to innervate the upper 
trapezius and sternocleidomastoid muscles, the largest, 
mostpowerfulmusclesoftheskull. Dysfunctionoftheupper 
trapezius can produce dysfunction at the jugular foramen, 
thus creating a vicious cycle of interacting disturbances. 
Contributing to this sequence of impairments, Simons & 
Travell (1999) report thatamyofascial trigger point (MTrP) 
in the center of the upper trapezius muscle is “the most 
commonly observed of all MTrPs in the body.” Upledger & 
Vredevoogd (1983) once again insightfully point out that 
contraction of splenius capitis muscle produces posterior 
rotation of the squamous portion of the temporal bone 
and internal rotation of the petrous portion. Additionally, 
bilateral hypertonicity of the rectus capitis posterior major 
and minor muscles can impede occipital flexion, while 
unilateral hypertonicity may produce torsion of the cranial 


The important research of Hack et al (1995) 
demonstrates the inseparability of the muscles of the head, 
neck and jaw with dural-meningeal tensions inside the 
head. They have shown that the superior insertion of the 
rectus capitis posterior minor muscle is into the dura mater. 


“bridge” to 
the dura 
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The TM muscles interact with the teeth and cranium. In 
this example, the muscles on the right are pulling harder, 
creating strain on the teeth and cranium. 

There is malocclusion as a result, with the teeth 
on the right meeting first. 


Chiropractors, dentists, osteopaths, general 
practitioness, and ear-nose-and-throat specialists 
(accompanied by extensive clinical research) place 


dysfunction of the muscles in the stomatognathic system 
at the center of many health problems. (Blum, 2004;Gelb, 
1994; Curl, 1991; Goodheart, 1983, 1977; Smith, 1983; 
Eversaul, 1977) 

In the manual muscle testing approach for the 
diagnosis of craniomandibular dysfunction, we observe 
that, in almost all instances, soft tissue considerations 
should be primary. It is suggested that the soft tissues 
associated with the TM joints receive appropriate attention, 
with attention to other underlying causes of inhibitions 
in the TM mustcles, whether these lie in spinal, cranial, or 
extremity subluxations, habits (bruxism, gum chewing, 
etc.) or emotional turmoil and stress copingabilities. 


Acupuncture 
Meridian System 


See chapter 10 (Applied Kinesiology and 
Traditional Chinese Medicine) and Appendix3. 
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Five Factors of AK 


“Every visceral disease has a characteristic postural pattern.” 


“Palmer said: "The body is a perfectly working organismic 
machine’ - implying it heals itself ”. 


» George J. Goodheart, Jr. 
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CHAPTER NINE 


The Muscle-Organ-Gland Association: 
Holistic Health Care Made Verifiable 


he nervous system is the vital link 


T 


glandular function. When improper nerve 


between muscle and organ or 


activity adversely influences an organ or gland, 

it can be observed by testingaspecific muscle or 

muscles associated with the organ or gland. Pain 

generates reflex changes in muscle tone and it does not matter 
whether the painful source is an inflamed visceral organ or 
gland, a muscle, joint, tendon or ligament. The muscle will 
usually be weak, but it could be hypertonic. 

The association between musdes and organs and glands 
was observed by Goodheart early in applied kinesiology. For 
each muscle, AK clinical outcomes research and textbooks 
have listed standardized associated visceral organs. When you 
find an inhibited muscle with themanual muscle test, consider 


the segmentally and/or functionally matched organs. Test 
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the reflexes associated with the organ to see if 
C the inhibited muscle associated with the organ 
strengthens. Treat the potential dysfunction 
manipulatively with one of the 5-factors of 
the IVF, and if appropriate the muscle will 
strengthen fully. This makes the evidence of 
visceral dysfunctions on muscle function more demonstrable 
than palpation. Visceral and somatic pains are often difficult 
to distinguish from one another; with the use of the MMT 
and sensorimotor TL or challenge to specific organ reflexes, 
the diagnosis of a visceral compared to a purely somatic 
relationship is possible. 

Research suggests that a visceral problem can display 
itself in a specific dermatomal segment via a cutaneovisoeral 
reflex (Zimlichman et al., 2005) and that stimulation of the 


skin can have a distinct affect on a related visoeral area via the 


same cutaneous reflex. This can best be understood by 
means of Head’s Law, which states that when a painful 
stimulus is applied to a body part of low sensitivity such 
as an organ that is in close central connection (the same 
segmental supply) withanareaof highersensitivity (suchas 
amustcle), pain will be felt at the point of higher sensitivity 
rather than where the stimulus was applied. 


Skin, muscles and related 


spinal segments and organs 
interconnected 


Skin 


Visceral 
organ 


Skeletal 


When afferent pain fibers innervating a visceral organ 
and those innervating a muscle enter the spinal cord at 
the same segmental level, they converge on the same 
dorsal horn neurons. (Melzack & Wall, 1965; Milne et al., 
1981) Gillette et al. (1993) show how commonly inputs 
from many associated tissues (facet joints, periosteum, 
ligaments, intervertebral disc, spinal dura, low back, hip, 
proximal leg muscles, tendons and skin) converge into one 
sensory lumbar spinal neuron. The overwhelming majority 
of dorsal horn cells that receive visceral input also have a 
somatic input that is nocioeptive. (Cervero, 1985) The 
brain-- which has no way of distinguishing from which of 
these two sites the pain stimulus has arisen and because 
the transmission neurons are more frequently activated 
by muscular afference than by visceral ones -- tends to 
misjudge the location and source of pain of visoeral origin 
and erroneously peroeive it as coming from muscle. This 
convergenoe of visoeraland somatic afferent fibers has been 
found in the low back (Smith et al., 2008) and thoracic 
regions. (Garrison et al., 1992) The convergence of 
nociceptive input from internal organs appears to augment 
the neuronsprimarilyconcernedwith receiving inputsfrom 
muscle nociceptors. This mechanism may account for the 
clinical observation that muscde weakness, tenderness and 
pain often develop in association with visceral disorders. 

Throughout the development of applied kinesiology, it 
has been interestingtoobservethecontinuingenhancement 
of the muscle-organ/gland association. Many who were 
using AK techniques in their earlier development were 
aware of this common association, yet there were times 
when perplexing contradictionsto theapparent association 
appeared. A patient might havean ulcer, yet the pectoralis 
major (clavicular division), wouldappearnormalon manual 
muscle testing. As more knowledge has been acquired in 
AK, these apparent contradictions to the muscle-organ/ 
gland association became less frequent. Today there are 
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very few occasions when a lack of understanding of the 
associations occurs. Many of the apparent contradictions 
were not contradictions at all; they involved theexaminer’s 
inability to find a pattern that was present asa result ofthe 
body attempting to repair physiopathology or compensate 
for a dysfunction. 


Viscerosomatics: wider 
evidence of functional changes 


One of the first discussions of how biomechanical 
disturbances influence visceral function was offered by the 
founder of thechiropractic profession, D.D. Palmer. (1910) 


“Life istheexpression oftone. In thatsentence 

is the basic principle of chiropractic. Tone is the 

normal degree of nerve tension. Tone isexpressed 

in function by normal elasticity, activity, strength 

and excitability of the various organs, asobserved 

in a state of health. Consequently, the cause of 

disease is any variation in tone.” 

Tone, according to Palmer, was understood to be the 
rate or intensity of function of any muscle or organ, 
reflecting the status of that muscle or organ's innervation. 
The concepts first described by Palmer and subsequently 
described by others are extremely relevant to applied 
kinesiology philosophy, operational principles and 
practice. The Association of Chiropractic Colleges (ACC, 
2011) has reiterated Palmer’s original concepts on which 
the chiropractic profession was built: 


“Chiropractic is concerned with the 
preservation and restoration of health, and 
focuses particular attention on the subluxation. 
A subluxation is a complex of functional and/or 
structural and/or pathological articular changes 
that compromise neural integrity and may 
influence organ system function and general 
health.” 


Many authors have outlined and investigated theories 
about a vertebrogenic or vertebrovisceral relationship 
associated with the occasionally dramatic changes in 
visceral symptoms following spinal joint adjustment or 
manipulation. (Palmer, 1910; Palmer, 1906; Loban, 1912; 
Janse et al., 1947; Burns, 1948; Korr, 1976; Yates et al., 
1988; Lewit, 1991; Masarsky & Masarsky, 2001) 

In the chiropractic profession, the classic “safety pin 
cycle” (Stephenson, 1927) from BJ Palmer, “thedeveloper” 
of the early chiropractic profession, suggested that 
interference between the brain cell (BC) and the tissue cell 
(TC) by vertebral subluxations, could result in disease and 
dis-ease. 
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One of the early, comprehensive presentations about 
the importance of organic disturbances to postural and 
muscular function was described by Dr. Major Bertrand 
DelJarnette, the founder of Sacro-Oceipital Technique. 
Goodheart’s father was a student and close friend of 
DeJarnette’s when the latter practiced in Detroit, MI. 
DeJarnette was an important influence in Goodheart’s 
development of the AK approach. 


Major Bertrand DeJarnette, DC, DO 
Founder Sacro-Occipital Technique 


DelJarnette’s concepts demonstrate the interaction 
between skeletal muscle tissues and organic dysfunction. 
(DeJarnette, 1939) 


“V/isceroptosis produces a characteristic pose 
of the body. The umbilicus hangs much lower and 
is often distorted laterally. The lower abdomen 
descends into the pelvis. The abdomenprotrudes. 
The upper thorax narrows itself and the patient 
often becomes round shouldered presenting a 
decided dorsal kyphosis. In some instances the 
patient through an effort to straighten up, will 
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so completely reverse these defects in spinal 

posture that the dorsals become lordosed and 

the lumbars kyphosed. In the typical patient the 

lumbar spine is flat. The sacrum appears to have 

receded posterior...The typical patient loses 
weight, becomes nervous, sleeps poorly and eats 
with an effort. Constipation is the rule, however 

if colitis is present diarrhea may manifest itself as 

the cardinal symptom. The endocrine system is 

upset. This is particularly noticeable in women. 

Headachesare the rule...and they resist treatment 

to a surprising degree. Mechanical defects are 

noticed throughout the patient's body...Urinary 

symptoms manifest themselves early as the 
increased pelvic pressure produces_ irritability 

of the bladder. Leg pains simulating sciatica or 

bad feet are a cardinal symptom and perhaps 

patients suffering from visceroptosis spend more 
money purchasing corrective shoes than all other 
sick people combined. Circulation is interfered 
with, particularly to the lower extremities. 

Consequently, the heart suffers an extra load 

and early embarrassment. The anemias manifest 

themselves in visceroptosis patients and resist all 
treatment until the load is lifted from thepelvis... 

One muscle cannot be imbalanced without 

imbalancing many muscles. Most patients with 

fallen organs are office workers, therefore, the 
muscle usedmostcomplainsmost. Thefingernails 

tell their story by becoming brittle and breaking 

essily. The skin becomes dry and scaly. The 

toxemic symptoms are extreme in some cases... 

The diaphragm muscle suffers its burden of woe, 

and complains by producing shortness of breath, 

asthma, hayfever, frequent coldsand bronchitis... 

That is why they suffer from dorsal lordosis...the 

cage bends forward to enable the lungs to catch up 

with the desoending diaphragm.” 

Delarnette, a chiropractor and osteopath and 
influential researcher in the chiropractic profession, 
developed two visoerosomatic reflex analysissystems called 
Bloodless Surgery followed by Chiropractic Manipulative 
Reflex Technique (CMRT). These systems encompass the 
relationship between somatovisceral and viscerosomatic 
reflexes and between the somatic and autonomic nervous 
systems. Bloodless Surgery and CMRT have historically 
been used in chiropractic as a term describing soft tissue 
treatment affecting an organ and its related vertebral 
relationship. Outcome studies on the use of these 
techniques upon patients with visceral dysfunction have 
been published. (SOTOUSA, 2012) 

Some 30 years later, Goodheart’s triad of health model 
extended thecomprehension and analysis of visoerosomatic 
interactions by showing how specific muscle impairments 
(reliably diagnosed using the manual muscle test) correlate 
with visceral dysfunction. The visoerosomatic reflex hasits 
receptor in the viscus and its reflex effects in thesoma. The 
initiatingstimulus is usually from pathology or dysfunction 
of the viscus. (Chaitow, 1987) The reaction in the soma 
can be pain or muscle hypo- or hypertonicity or other 
structural dysfunction. (Rome, 2010, 2009; Masarsky & 
Masarsky, 2001) 
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The viscerosomatic reflex arises from afferent stimuli 
coming from visoeral disturbances. These modify somatic 
tissues, particularly the skeletal muscles and skin overlying 
the dorsal horn of the spinal cord near the segmental level 
which supplies the organ involved. Palpable tendernessand 
decreased and increased skeletal muscle tone have been 
shown to result from nociceptive visoerosomaticstimuli. 

Early in the development of applied kinesiology, 
Goodheart (1965) observed a fairly consistent relationship 
between weak muscles associated with specific organ 
or gland dysfunction. Goodheart noticed that when 
an organ or gland was in a state of dysfunction, there 
was usually a specific muscle or group of muscles which 
would be inhibited when tested by manual muscle testing. 
Importantly, asthefunction oftheorgan orgland improved, 
the associated muscle would strengthen. 


“Ina thyroid disorder there is usually a low 
bodytemperature, andefforts to iron outthefascia 
of the teres minor invariably will show aresponse 
on the biofeedback thermistor somewhere in the 
order oftwo degrees. Thisshows the muscle-organ 
relationship quite well. It is certainly a reasonable 
premise that each organ and its component 
muscle and fascia acts as an auxiliary pump for 
that particular organ, and experience in clinical 
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The opportunity to use the body as an 
instrumentof laboratoryanalysis isunparalleled in 
modern therapeutics because the response of the 
body is unerring. If one approaches the problem 
correctly, makesthe proper and accurate diagnosis 
and treatment, the response is adequate and 
satisfactory both to the doctor and the patient.” 


Dr. Goodheart’s Maxim: a plaque in his office 


Burns, ChandlerandRice (1948) reportedon hundreds 


trial have proved this to be a useful procedure.” 
(Goodheart, 1978) 


of studies conducted from 1907 to 1948 showing that 
structural alterations ofspinal vertebra produce changes in 
associated body tissues. 


In an article titled Applied Kinesiology — The 
Beginning, (1989) Goodheart offers a detailed history of 
the development of the viscerosomatic modalities that he 
incorporated into AK.. 


“Although certain visceral changes 
immediately follow the production of a lesion, the 
development of definite disease in such viscera 


“By trial and error, testing muscles and then 
comparing areas that Chapman (Owens, 1963) 
had originally talked about, we found which 
circuits affected which muscles. Then, by trial and 
error...we were able to find the neurolymphatic 
reflexes for most of the muscles. 


By now I was becoming convinced that 
there was a relationship between muscles and 
particular visoera or organs. A moderately weak 
muscle on testing appeared to be associated with a 
weak viscera or organ, but every time | could see 
evidence of a weak pancreas, or a weak stomach, 
or a weak liver or a weak kidney dysfunction — of 
these organs which would be measured by X-ray 
or by biochemistry or by some other accepted 
biological test — | would find a corresponding 
weakened muscle. This relationship, although 
rather tenuous at first, became more and more 
evident as time went on... 


Applied kinesiology is based upon the fact 
that body language never lies. The opportunity of 
understanding the body language is enhanced by 
theability to usethe musclesasindicators for body 
language. The original method for testing muscles 
and determining function, by the methods of 
testing first advocated by Kendall and Kendall, is 
aprime diagnostic device. Once muscle weakness 
has been ascertained, a variety of therapeutic 
actions are available... 


resembles the gradual evolution of chronic or 
degenerative diseases which areknown to occur in 
persons and in animals. Each step in pathogenesis 
leads to the next step. For example, edema follows 
hyperemia; hemorrhages follow congestion; 
fibrosis due to hemorrhages is followed by 
ischemia and hypertension, which are followedin 
turn by other pathological conditions different in 
different tissues.” 


Masarsky and Masarsky (who employ AK in clinical 
practice and have published a number of AK outcome 
studies) (Masarsky & Masarsky, 2011, 2010; Masarsky 
& Weber, 1991, 1988) have elegantly and exhaustively 
summarized this research in their influential book 
Somatovisceral Aspects of Chiropractic: An Evidence-Based 
Approach. (Masarsky & Masarsky, 2001) 


“The somatovisceral aspects of the 
[chiropractic] vertebral subluxation complex have 
too often and for too long been given short shrift 
within the profession while attention has been 
lavished on the musculoskeletal aspects. This 
reflectsanartificial division between the neurology 
ofthemusculoskeletalsystemand theneurology of 
the visoera. Nature does not recognize this sharp 
division. Instead, the natural world has produced 
a nervous system that is a wonder of integration. 
Under the influence of this master integration 
system, smooth and striated muscle, activity and 
stillness, thoughtandemotion all contribute to the 
texture of life in a wholebeing.” 
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Chaitow (2008, 1987) has also reviewed these reflex- 
based therapies and presented further confirmation of 
these approaches. 

Duffy (1990) elaboratess on the fundamental 
contribution Goodheart has made toward the diagnosis of 
functional visceral disorders. 


“Throughout much of the written history of 
the healing arts, there has existed a collection of 
points on the body regarded as 'reflex’ points 
which have been used empirically assymptomatic 
indications of visceral dysfunction. Such points 
can be found in most medical dictionaries...such 
as ‘Boas’ point’ (tenderness at the left of the 12th 
thoracic vertebrae in gastric ulcer), or ‘Brewers 
point’ (tenderness over the costovertebral angle 
indicative of kidney infection), etc. Evidence has 
been in existenoe for long periods of time which 
relate points on the surface of the body with 
internal organs... 

Goodheart has removed 'reflex’ point 
information from the realm of empiricism and 
rendered it more objectively useful. The capability 
is now available to diagnose the existenoe of the 
need for treatment of these reflex points. What is 
most important, for the manipulative arts, is that 
the techniques are: non-invasive; do no harm; 
and give immediate, reproducible, demonstrable, 
diagnostic information without the need for 
complicated, expensive equipment that can be 
quickly repeated to assess the effectiveness of 
whatever corrections have been made.” 


Duffy suggests thata new term is needed to recognize 
this state of affairs in the healing arts. 

“The term “Musculoviscera should be 
defined asthe relationship between the visceraand 
its functionally associated muscle as established 
by other coincidental parameters such as the 
related vertebral level, the neurolymphatic and 
neurovascular points, lingual testing of nutrients 
and reflex areas.” 


Musculovisceral 
(viscerosomatic) evidence 
accumulates 


The applied kinesiologist is constantly observing 
supportiveevidence of the muscle-organ/gland association. 
(See Table 1 below) Theseassociations havebeenconsistent 
with the expanded correlations between visceral disease 
and somatic dysfunction in general and the chiropractic 
subluxation, osteopathic lesion, and medical somatic 
dysfunctions in particular. An examination typically 
reveals many correlative factors that support the findings 
of the examination. A typical example is an individual 
who has a sacroiliac subluxation, a weak sartorius, and 
relative hypoadrenia. In applied kinesiology, the adrenal 
gland is associated with the sartorius muscle. The sartorius 
muscle is an anterior stabilizing muscle to the pelvis. In the 
presence of a sacroiliac subluxation where the posterior 
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superior iliacspine has moved posterior and inferior, there 
will typically be a dysfunction of the sartorius muscle, 
which apparentiy allows the subluxation to develop by 
inadequate anterior support to the ilium. All indicators 
of the subluxation may be removed by manipulation, but 
often if the sartorius is not returned to normal function, 
the subluxation will return immediately when the patient 
walks. The sartorius muscle may be strengthened by 
various methods designed to improve adrenal function, 
one of which may be nutritional support. In the presence 
of the weak sartorius and the sacroiliac subluxation, there 
is usually significant tenderness at the origin and insertion 
of the sartorius muscle. This tenderness will frequently be 
immediately removed when the patient chews nutritional 
factors for the adrenal, such as adrenal gland concentrate 
or nucleoprotein extract. Support of the adrenal-sartorius- 
sacroiliac association is observed when the patient's 
sacroiliac dysfunction has been stabilized to normal for 
some period of time. An exacerbation of the sacroiliac 
subluxation can occur as a result of significant adrenal 
gland stress, such as an acute hypoglycemic episode. In this 
case, thesartorius dysfunction, tendernessat the origin and 
insertion, and sacroiliac subluxation will return. Again, 
support to the adrenal gland will improve the condition. 


Functionally 
inhibited sartorius 
and/or gracilis 
muscles make a 
person vulnerable 
to developing a 
category II pelvic 
fault. The muscle’s 
origin and insertion 
(circled) are usually 
tender with the 
dysfunction. 
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Simulated Visceral Disease Model 
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Nansel and Szlazak (1995) conducted a review of 
research on visoerosomatic and somatovisceral reflexes. 
They concluded (rather arbitrarily) that visceral and 
somatic pains are often difficult to distinguish from one 
another due to the convergence of afferent neurons to the 
spinal cord. They were verycriticaloftheconceptual model 
presented here of somatovisceral reflexes, suggesting that 
muscles respond readily to visoeral pain, but that muscular 
dysfunction does not create visceral dysfunction. Despite 
this, Simons et al. (1999) for instance review an impressive 
amount ofsomatovisceral literature thatshows how MTrPs 
in theabdominalmusclesmay cause nausea, dysmenorrhea, 
belching and diarrhea. 

Many of the confirmed physiological alterations in 
organic function following manipulative treatment were 
ignored in the Nansel & Szlazak study, (Masarsky & 
Masarsky, 2001) including hypertension, dysmenorrhea, 
immune system, infantile colic, and vital capacity in 
asthma. (Mannheimer et al., 1993; Kokjohn et al., 1992; 
Brennan et al, 1992; Klougart et al., 1989; Yates, 1988; 
Hviid, 1978; Miller, 1975) Theassertion that “experiments 
involving the stimulation of sympathetic nerves have 
failed to demonstrate that the sympathetic nervous system 
is even capable of creating significant ischemia or any 


Neurophysiologic mechanism in which somatic 
dysfunctions are capable of producing signs and 
symptoms that are identical to those associated with 
dysfunctions of the internal organs. 


(With kind permission, Nansel and Szlazak, 1995) 


other potentially damaging influence in any of the tissues 
it innervates” is contradicted by an impressive body of 
research. (Rome, 2010, 2009) 

The muscle-organ/gland relationship of applied 
kinesiology is clinically valuable, but it is not considered 
absolute. It is considered “body language,” giving indication 
of what may be taking place in the body. One may consider 
it similar to observing paleness of the capillaries of the 
interioreyelidandageneral pale complexion. Thisgivesthe 
physician a clue to test for anemia, but withoutconfirming 
blood tests it does not mean the patient isanemic. 

When the quadriceps muscles test weak, it does not 
neosssarily mean there is a problem in the small intestine; 
however, it gives the physician an indication to do further 
testing to consider this possible involvement. On the 
other hand, when there is a peptic ulcer confirmed by 
radiology, the pectoralis major (clavicular division) will 
not neoessarily test weak. Further AK tests may reveal the 
stomach meridian is overactive as the body’seffort to heal 
the ulcer; consequentily, the associated muscle tests strong. 
Methods for uncovering this disturbance through MMT 
have been developed in AK and must be carefully and 
accuratelyemployed. (Walther, 2000) 


JAN 
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Modern updates in the 
science of tone 


The claim that spinal disorders (‘subluxations’ in 
chiropractic; ‘somatic dysfunction’ or the ‘osteopathic 
lesion’ in osteopathy) have no effect upon visceralfunction 
appears to be dissolving, with evidence emerging from 
neuroscienoe research involving both human (Rome, 2010, 
2009; Chaitow et al., 2008; Masarsky & Masarsky, 2001; 
Budgell & Sato, 1996; Fujimoto et al., 1999) and animal 
studies. (Rome, 2010, 2009; Henderson et al., 2007; 
Budgell etal., 1998; Sato & Swenson, 1984). This research 
confirms and partially validates what has been seen 
clinically among chiropractic, osteopathic, naturopathic, 
homeopathic, acupuncture and particularly applied 
kinesiology clinicians for decades and even oenturies. 

The associated function of the muscles, organs and 
glands of the body has becomea very important diagnostic 
aid in applied kinesiology evaluation. This interrelation 
appears to be connected in many ways by the complex 
interworkings of the numerous body control mechanisms 
and energy patterns. Goodheart’s original observations 
have become more firmly implanted as knowledge in 
applied kinesiologyand viscerosomatic research hasgrown. 
By observing aspecific muscle-organ association, 
we can see how the correlation developed through the 
introduction of new disciplines. The clavicular division 
of the pectoralis major muscle is associated with the 
stomach. The first therapeutic approach that recognized 
this association -- other than simply correlatinga pectoralis 
major (clavicular division) weakness with stomach 
problems -- was Chapman's Iymphatic reflexes. Chapman, 
an osteopath, used these reflexes to enhance Iymphatic 
drainage of organs and glands. (Owens, 1963) The 
Chapman reflex which influenced the clavicular division 
of the pectoralis major muscle was the stomach reflex. In 
applied kinesiology, Chapman's reflexes are referred to 
as neurolymphatic reflexes. These were correlated with 
muscular weakness by Goodheart (Goodheart, 1965) for 
muscle-organ/gland associations throughout the body. 


Impulses from proprioceptors 
influence the autonomic nervous 
system and then the intestines 
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Shortly after the Iymphatic reflexes were introduced 
into applied kinesiology, Goodheart (Goodheart, 
1967) correlated Bennett’s reflexes with specific muscle 
impairments detectable with MMT. Bennett was a 
chiropractor who organized a system of skin reflexes 
to influence circulation to organs and glands, and to 
influence specific body function. The Bennett reflex found 
to affect the pectoralis major (clavicular division), was the 
“emotional reflex.” Herewedon’tfindaspecific paralleling of 
Bennett’s reflex with the stomach; however, the recognized 
association of emotional factorsand stomach function may 
help resolve this apparent discrepancy. 

A few years later, the acupuncture meridians were 
introduced into applied kinesiology by Goodheart 
(Goodheart, 1971). This additional information made 
a significant contribution to the muscle-organ/gland 
association. (Dale, 1993) At times it would be obvious 
that an organ or gland was functioning improperly; 
however, the muscle which so frequently tested weak in the 
presence of the dysfunction would test quite strong. The 
energy patterns of the meridians brought an explanation 
of this in some cases. A meridian can be out of balance, 
having either too little or t00o much energy flow. When 
the energy level in the meridian is deficient, an associated 
muscle will test weak; when the energy level is excessive, 
the muscle will testexoessivelystrong, possibly to the point 
of hypertonicity. (Garten, 2002) Muscles which are weak 
are easily identified with manual muscle testing, while 
overly strong muscles are moredifficult to identify. Several 
techniques have been developed in applied kinesiology to 
identify these overly strong muscles. Theseare discussed in 
the various sections on meridian therapy, proprioceptors, 
etc. 

Changes in autonomic nervous system activity have 
been offered as oneexplanation for the remote effects of 
manual therapies, particularly spinal manipulation. 
(Rome, 2010, 2009; Masarsky & Masarsky, 2001) Rome 
has presented a broad overview of the published literature 
referring to spine-related neural reflexes upon organic 
symptoms, signs and conditions - the somato-autonomic 
influence. 


Proprioceptor 


SR 


y Autonomic 
ganglia 
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Viscerosomatic reflexes to Viscerosomatic 
large intestine reflexes: 
Junction of 
TFL muscle algmmakd colon 
" and währschen 
la rge intestine / pper sigmoid 
Ascending Rn 
Colon Descending 
colon 
First 2/5 Last 3/5 of 
Transverse transverse 
on colon 


According to Rome “There appears to be extensive 
if not overwhelming evidence as to the potential for a 
manual model for positively influencing the autonomic 
nervous system and through that, internal pathophysiology 
and symptoms”. At this time and from this mountain of 
evidence that manual treatment can beneficially influence 
neurological, circulatory, immune, eliminative, hormonal, 
biochemical and psychosocial function, the long history 
of applied kinesiology physicians evaluating and treating 
viscerosomatic/musculovisceral dysfunctions will likely 
continue. 

Applied kinesiology is employed in the treatment of 
patients with a wide range of diseases and conditions, 
unrelated to obvious biomechanical problems. This 
situation emphasizes a basic requirement of AK practice 
— the necessity to consider the individual features of each 
patient and condition and the background of chronic 
stressors (biomechanical, biochemical, and psychosocial) 
that a patient brings to theexamination. It is also important 
to recognize that visoerosomatic reflex activity occurring 
in a patients musculoskeletal system may be determined 
before any symptoms of visceral change are evident and 
that this phenomena (the muscle inhibitions resulting 
from visoerosomatic reflexes) has potential prognostic 
and diagnostic value. (ICAKUSA, 2012; Carpenter et al., 
1977; Korr, 1976; Goodheart, 1965) 


The State of Evidence-Based 
Practice in AK 


In the later 1980's the buzzwords “evidence based 
medicine” (EBM) became a common way to condemn 
patient care methods that did not have published research 
evaluating all possible aspects of treatment. Strictadherence 
to EBM made it evident that systematic reviews and meta- 
analyses always occupy the rarefied top echelon, followed 
by randomized controlled double blind studies [RCTs], 
and far behind came the cohort-control, cohort, inception 
cohort, cohort analytical, survey, cost benefit analysis, 
cost effectiveness analysis, crossover trial, before-after 
trial, nonrandomized control trial, single case study, case- 
control study, case referent study, case-comparison study, 
case series and case series-control. Rosner points out that 
there has been a “greening” ofthe original concepts ofsimply 
rating evidence by the paint-by-the-numbers approach of 


simply grading the evidence of published research papers. 
(Rosner, 2012) (See chapter 11, Applied Kinesiology and 
Evidence-Based Medicine) The epidemiologist David Sackett 
has made clear that such realities as patient subgroups and 
comorbidities playa major role in therapeutic decisions, such 
that clinical judgment becomes recognized as significantas 
well. (Sackett, 1997) 


“[EBM] means integrating individual clinical 
expertise with the best available external clinical 
evidence from systematic research. By individual 
clinical expertise we mean the proficiency and 
judgment that we individual clinicians acquire 
through clinical experience and clinical practice. 
Bybestavailableexternalclinicalevidencewe mean 
clinically relevant research, often from the basic 
sciences of medicine, but especially from patient 
centered clinical research into the accuracy and 
precision of diagnostic tests [including clinical 
examination], the power of prognostic markers,and 
theefficacyandsafetyoftherapeutic, rehabilitative, 
and preventive regimens. Good doctors use both 
individual clinical expertise and the best available 
external evidence, and neither alone is enough 
[emphasis added]. Without clinical expertise, 
practice risks becoming tyrannized by external 
evidence, foreven excellent external evidence may 
beinapplicabletoor inappropriateforanindividual 
patient. Without current best external evidence, 
practice risks becoming rapidiy out of date, to the 
detriment of patients.” 


Individual Patient 


Clinical 
Expertise 


Outcomes 


Evidence-Based 


Structural Medicine in AK 


Best Available 


Clinical Evidence 
(50 years of AK research reports) 


Just as important, the quality of observational [cohort, 
case series] studies have been found to improve, such 
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that their predictive value in clinical situations could now 
be compared to that seen in the more rigorous RCTs. 
(Benson & Hartz, 2000; Concato et al., 2000) At thesame 
time, RCTs began to be seriously challenged due to their 
limited applicability in clinical situations.(Tonelli, 1998) 
Among other problems, RCTs were found to lack insight 
into lifestyles, nutritional interventions, and long-latency 
deficiency diseases. (Heaney, 2003) Quirks have likewise 
surfaced which demonstrate how even the exalted meta- 
analysis is subject to human error and bias. (Rosner, 2003) 
It must be recognized that much of medicine is anecdotal 
or narrative in nature. (Winett, 2009; Vandenbroucke, 
2001) As Campo from the Harvard Medical School admits, 
“Whether we choose to admit it or not, the anecdote 
continues to be an important engine of novel ideas in 
medicine.” (Campo, 2006) 

In addition to factoring in the judgment oftheclinician 
to EBM, effective patient care requires, in the final analysis, 
the attributes of the actual patient. For these reasons, 
without consideration of the importance of other clinical 
and basic science studies, critics of a certain healthcare 
method often condemn that method if reliability studies, 
validity studies, and RCTs have not been published. This 
is not reasonable since there are numerous other types of 
clinical and basic science studies that provide “evidence” 
that a certain type or method of care might be reasonable, 
sufficient, or standard. AKsemphasis on health rather than 
disease, and treatment of the whole person rather than the 
symptoms, makes it difficult to fully describe all the effects 
of AK treatment on patients’ function through currently 
existing physiologic measures or controlled clinical trials. 

Rosner suggests “When EBM isapplied in a unilateral, 
heavy-handed manner, it has run the risk of becoming a 
‘regime of truth’ in such a manner as to discourage free 
inquiry.” Put in other terms, it is questionable whether 
many current models of EBM promote the multiple ways 
of knowing considered to be important in most health 
disciplines. (Holmes et al., 2006) At this time proponents 
ofEBM have now fallen back to a position in which the best 
evidence is now considered to guide or inform rather than 
mandating a clinical decision. (Rycroft-Malone, 2008) 

Systematic reviews of available published evidenceare 
required; however, these literature reviews depend upon 
the quality of the view (selection bias) and the quality ofthe 
publications. To have “evidence” on all aspects of a certain 
treatment method is nearly impossible in any healthcare 
discipline, including medicine, dentistry, physical 
therapy, chiropractic, osteopathy, acupuncture, nutrition, 
naturopathy, homeopathy, or massage therapy. 

AK has multiple types of publications listed in 
PubMed/Index Medicus as “evidence” for its patient 
treatment methods, i.e., reliability of MMT, validity and 
reliability of AK analysis, and efficacy studies including 
several randomized clinical control trial (RCT), non- 
randomized clinical control trials, and over 500 case 
reports. These studies have been cited throughout these 
AK texts. Many of the studies were funded by ICAKUSA, 
anonprofit research organization founded to study applied 
kinesiology methods. These studies are important starting 
points for health care consumers to raise appropriate 
questions about their health care. It is recognized from the 
breadth of conditions successfully treated by AK methods 
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that are reported in these studies does not match the 
scientific literature supporting these methods of treatment 
for these conditions, but it is fortunately growing ata rapid 
paceasa result of efforts by the ICAK for the past 45 years. 
David Eisenberg observed that Chinese medicine endured 
into the 20% century era of evidence-based medicine 
without documentation from clinical trials because it 
was substantiated by 3,000 years of case studies. It might 
also be remembered that only 15% of what we regard as 
modern medicine appears to have been supported by any 
scientific evidence at all, (Smith, 1991) 47% of treatments 
have unknown effects, and only 1% has been described as 
scientifically acceptable. (Rachlis & Kuschner, 1989) 

The Collected Papers of the International College of 
Applied Kinesiology has been published both annually and 
semi-annually since the founding of the ICAK in 1976. 
There has been a concerted effort by the organization to 
present the research, outcomes assessment, and clinical 
investigations of its members to the organization asa whole 
and to thechiropractic profession at large. There have been 
over 2,000 papers in 40 Annual Yearbooks published by 
members of the organization. These are now available on 
several platforms. (ICAKUSA, 2012; ChiroACCESS, 
2012) The outcomes studies cited in Table 1 from the 
Collected Papers of the International College of Applied 
Kinesiology for the years 2011-1976 provides a large 
number of clinical trials documenting the links between 
AK manual muscle testing methods and human health and 
disease, as well as the patients’ responses to AK treatment. 
Applied kinesiology’s relevance to neuroimmunology, 
pediatric, and emotional health is also documented. These 
studies include new approaches from the chiropractic, 
osteopathic, biomedical, nutritional and biochemical 
research literature. This information is then applied to 
the distinctive methods of AK chiropractic examination 
and treatment methods. The reports cited in Table 1 are 
informal and do not claim to meet the level demanded 
by formal research; they are however reasonable clinical 
observations with positive outcomes. This kind ofevidence 
should not be considered a replacement for but rather a 
complement to formal research evidence, and it isan initial 
step in the compilation of a broad evidence base. 

Walther, in the first volume of this series of texts, 
observes how research references should be viewed in AK. 
“Thereare referencesthroughout thesetextswhich haveone 
or more of three basic purposes: (I) to credit theindividual 
who had the original idea or did research on the subject, 
(2) to give asource for further information on the subject 
being discussed, and (3) to correlate the subject with some 
of the research which has already been done. Haldeman 
(1978) warns about using bits and pieces of research here 
and there to support an idea. This has been referred to as 
“library research,” where pieces of information seem to 
support an idea; it becomesan end rather than a beginning. 
Working hypotheses are important and necessary tools in 
research. An hypothesis can be repeated so often that it 
becomes accepted as truth and then hampers instead of 
promotes progress. The ideas and procedures presented in 
these textsshould not beconsidered asend products but, as 
labeled, hypotheses. Continued investigation shouldeither 
solidify them into theory, or changethe hypothesistofit the 
increased knowledge.” 
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Table 1 shows that measurements of posture, pain adrenal function, blood chemistry, lingual ascorbic acid 


level, vital capacity, body temperature, blood PIERRE, time, and salivary pH show beneficial changes following 
muscle strength, range of motion, visual acuity, hearing 


acuity, coronary function (measured by auscultation, AK corrections to functional disturbances in the patients 
sphygmomanometer, or endocardiograph), thyroid and (n = 1- 1,500) described in these reports. 


Table 1 


Partial list of organic conditions improved by applied kinesiology treatment 
(Available from ICAK USA, 2012; ChiroACCESS, 2018) (References in Appendix 1) 


Belli, 1990 
Achlorhydria/ Stoutenburg, 1984 
Hypochlorhydra Dieterle, 1978 
Schmitt, 1976 
Leaf, 1991 
Acid-Alkaline balance Duffy, 1988 
Deal, 1974 
Addiction/anxiety Callahan, 1988 
Mincey, 2005 
Duffy, 1991 (Addison’s Disease) 
Hambrick, 1990 
Adrenal Stress Disorders McBride, 1985 (Allergy) 
Sinett, 1979 (Hyperadrenia) 
Branham, 1985 (Drug withdrawal) 
Deutsch, 1975 (Ligament stretch reaction) 
Aerobic deficiency syndrome Maffetone, 1986 
Schmitt & Leisman, 1998 (n = 17) 
Lebowitz, 1989 
Lebowitz, 1988 
Allergy Sprieser, 1987 
Schmitt, 1983 
Borrmann, 1983 
Aust Callahan, 1988 
Borrmann, 1975 
Arnold-Chiari Malformation (Type D) Cuthbert & Blum, 2005 
Cuthbert, 2008 (n=10 
Asthma Duffy, 2001 _ 
Arthritis (psoriatic) Duffy, 1981 
Arthritis Maykel, 2008 
R Cuthbert, 2001 
BeirsTakr Maykel, 2002 (n=13) 
Brain damage Badge, 1977 
Espy, 1984 
a R Lebowitz, 1989 (n=50) 
Candida albicans Hestdalen, 1986 
Mowles & Schmitt, 1983 
Brea, 1988 
ie Myerowitz, 1977 
Choroiditis Duffy, 1991 
Cluster Headache Maykel, 2002 
Colic Durlacher, 1976 
Colon dysfunction (ptosis of transverse colon) Portelli, 1987 
Coma Koffeman, 2004 
Common cold/Flu a z, 
Constipation Di ı a 
Crohn’s disease Duffy, 1991 (n=2) 
Cryptorchidism Maykel, 2004 
Cystitis Zmenak, 1981 
Depression Borrmann, 1983 
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Dermatitis (eczematous) 


Developmental delay syndromes 
(ADHD, dyslexia, dyspraxia, learning 
disabilities) 


Diabetes, gestational 
Diabetes insipidus 
Diabetes mellitus 


Down syndrome 


Dupuytren’s contracture 
Dysphagia 

Dysphonia 

Ear infections 


Endometriosis 
Enuresis (childhood) 
Epilepsy 


Equilibrium disorders 
Esophagitis (Reflux) 
Free radical excess 
Fungal infection 


Gall bladder (pain) 


Glaucoma 


Graves’ disease 

Heart (palpitations) 
Hemoglobin abnormalities 
Hemorrhoids 

Herpes zoster (ophthalmicus) 
Hiatal Hernia 
Hydrocephalus (Infant) 


Hypertension 
Hypothyroidism 


Incontinence 


Infertility 


Inguinal hernia 
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Table 1 (continued) 


Ciprian, 2004 

Blum & Cuthbert, 2009 
Cuthbert & Barras, 2009 (n=154) 
Sprieser, 2007 (n=604) 
Sprieser, 2006 (n=1,500) 
Barras, 2000 (n=117) 
Mathews et al., 1999 (n=10) 
Kienle, 1997 (n=3) 
Farkas, 1995 

Lefkowitz & Lefkowitz, 1990 (n=18) 
Duffy, 1989 

McCord, 1988 

Corwin, 1986 (n=23) 
Ferrari, 1986, 1984 
Durlacher, 1985 
Sprieser, 1984 

Hickey, 2008 

Duffy, 1991 (n=2) 

Duffy, 1981 

Cuthbert, 2007 (n=15) 
Ferrari, 1985 

Heidrich, 1994 

Yanuck, 1996 

Duffy, 1993 

Cuthbert & Rosner, 2010 
Duffy, 1999 (n=3) 

Alis & Alis, 2004 

Duffy, 2004 

Schmitt, 1988 

Cuthbert, 2006 (n=3) 
Leaf, 2002 

Duffy, 1994 

Lebowitz, 1988 

Schmitt, 1985 

Franks, 1990 

Sprieser, 1992 

Schmitt, 1981 

Duffy, 1993 


Holmes, 1978 
Duffy, 1976 


Duffy & Duffy, 1991 (n=4) 
Smith, 2008 

Conable, 1978 

Morlock, 1978 
Obersteadt, 1992 

Maykel, 2004 

Dauphine, 1993 

Stegagno, 2004 (n=364) 
Triano & Ziegler, 1977 
Sinett, 1977 

Schmitt, 1976 

Cuthbert & Rosner, 2012 (n=21) 
Cuthbert & Rosner, 2011 
Duffy, 2005 

Hickey, 2008 

Kaufman, 1997 (n=4) 
Duffy, 1993 

Heidrich, 1991 (n=4) 
Kaufman, 1996 (n=2) 
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Table 1 (continued) 


Interstitial cystitis Sprieser, 2002 (n=50) 
Kidney stones Duffy, 1988 
Menstrual headaches Calhoon, 2005 
Mucous colitis Stoner, 1977 


Multiple sclerosis 


Calhoon, 2005 
Ciprian, 2004 


Panic attacks 


Duffy, 1999 


Callahan, 1988 


Pu Durlacher, 1987 
Peegnaney 5 Arcadi, 1996 (n=25 and n=50) 
(Low back pain) Duffy, 1994 
(Nausea) =: 
Pre-Menstrual Syndrome Roselle, 1984 
Psoriasis Frank, 1975 
; Burstein,a 1990 
Raynaud’s phenomenon Duffy, 1988 


Reflex sympathetic dystrophy 


Rogowsky, 1989 


Restless leg syndrome 


Cuthbert & Rosner, 2010 
Cuthbert, 2007 (n=23) 


Schizophrenia Walther, 1980 
Scleroderma Burstein, 1989 
Seasickness Conable, 1992 
Seizure disorder (pediatric) Heidrich, 1995 
Sialadenitis Duffy, 1993 
Sinusitis Raffelock, 1982 
Thrombocytopenia Saks, 1977 

Tic disorder (adolescent) Duffy, 2005 


Vasculitis (cutaneous) 


Dauphine, 1993 


Vertigo 


Sprieser, 2002 
Hansen, 1999 
Yanuck, 1997 (n=2) 


International College of 
Applied Kinesiology 


The International College of Applied Kinesiology 
(ICAK), chartered in 1976, isan organization of physicians 
whose main purpose is to improveand expand the 
scientific use of applied kinesiology in determining the 
cause of health problems. Membership in the ICAK isopen 
to all who havestudied the subject in approved coursesand 
are licensed as primary health care providers. There are 
chapters throughout most of the world. The USA chapter 
consists mostly ofchiropractors; other chaptersconsist ofa 
more homogenous mixture of medical doctors, osteopaths, 
dentists, chiropractors and other disciplines in health care. 
Most of the treatment methods and techniques employed 
in chiropractic, osteopathy, manual medicine, 
naturopathy, physical therapy, nutritional,and Traditional 
Chinese Medicine, as well asa wide range of other cranial, 
manipulative, and soft-tissue methods and modalities are 
commonly used in AK practice, although anumber of the 
methods used in AK actually originated in AK settings. 
A number of exceptions to this rule exist, as Goodheart’s 
genius for discovering methods for relieving abnormal 
muscular, endocrine, structural, cranial, and acupuncture 
stress and tensions were prodigious. 


There are now ICAK chapters in Australia, Austria, 
Benelux, Brazil, Canada, France, Germany, Italy, Korea, 
Russia, Sweden, Switzerland, United Kingdom, and the 
USA. The organization is multi-disciplinary; membership 
includes medical doctors, osteopaths, chiropractors, 
dentists, psychologists, and other health care providers who 
are licensed to diagnose patients. Medical practitioners 
using AK vary by country. There are over 1,000 medical 
doctors in Germany, for instance, who use AK as part of 
their diagnostic system. (International College of 
Applied Kinesiology, Deutschland, 2012) It is gratifying 
to the authors of this textbook (chiropractors) to see the 
interdisciplinary activity taking place throughout the 
world. Atthe last ICAK-USAannual meetingan orthopedic 
surgeon from Mexico told SCC, “I am now treating 
conditions with AK that | used to have to do surgery on.” 
(Jose Palomar Lever, MD) 

International perspectives on applied kinesiology 
practice and principles demonstrate an increasing 
coherence and consistency between North America, 
Australia, Europe, Russia, and Asia, as evidenced by a 
number of recent publications that included applied 
kinesiology authors from many countries on several 
continents. (Cuthbert et al., 2011: Moncayo & Moncayo, 
2009; Zampagni etal., 2009; Yin et al., 2007; Chernysheva 
et al., 2004; Garten, 2002) Dr. Walther’s originaltextbooks 
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have been translated into Italian, Japanese, Korean, French, 
German, and a Chinese translation of his AK Synopsis is 
underway. 

In these textbooks, applied kinesiology is described as 
the eclectic and integrative practice of health care united 
by the core underlying principles of chiropractic and 
complimentaryandalternative medicine (and their applied 
clinical theory) that will be described. Clinical application 
of applied kinesiology philosophy of health careinfluences 
case management, selection, patient diagnosis, and |ife- 
style plus wellness approaches. Applied kinesiology bases 
its clinical philosophy and reasoning, as evidenced by its 
therapeutic choices, on assisting the innate homeostatic 
mechanisms of the patient by means of removing obstacles 
to recovery and/or enhancing the functionality of systems, 
organs and tissues. 

There are strands within current medical thinking 
that mirror applied kinesiology ideas, offering a hopeful 
prospectforfuturecollaborationinthenexteraoffunctional 
medicine. An example can be observed in the concepts 
promoted by the study of psychoneuroimmunology (as 
expounded for instance by Candace Pert, who spoke at 
an applied kinesiology seminar in San Francisco in 1993, 
and wrote about applied kinesiology in her book The 
Molecules of Emotion. (Pert, 1997) As a major feature 
which has come to be called the biopsychosocial model of 
medicine, the main theme of biopsychosocial medicine is 
that mechanistic explanations of biological disorders, as 
proposed by allopathic medicine, are unable to account for 
many health disturbances, and the etiology and progress 
of many conditions demand an understanding of the 
interaction between biological, psychological and social 
factors. 

Members of the ICAK present to the membership 
papers of their observations in clinical practice and on 
basic AK research. The clinical research papers provide 
stimuli for others to investigate, broaden, and solidify 
the discipline of AK. It is in this manner that applied 
kinesiology has been able to encompass a large amount of 
effective treatment from the complementary therapeutics 
into a unified, workable system. 

The ICAK accepts applications for grants to study 
applied kinesiology methods. Interest ranges from 
studying questionable procedures, to the reproducibility 
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of procedures, quantifying manual muscle testing, and 
understanding the neuromuscular mechanisms involved. 
There is an active Research Advisory Committee of the 
ICAK that can refer potential investigators to studies 
that have been done and make them aware of accepted 
ICAK methods for practicing applied kinesiology. Proper 
research design takes all factors into consideration. 
Stimulating the nerve receptors with nutrition is only 
one factor that changes muscle function. Under certain 
circumstances, many other factors might be involved in 
muscle dysfunction as perceived by themanual muscle test. 
These must be ruled out or controlled in proper research 
design. It is mandatory that those designing research on 
applied kinesiology be familiar with the subject in total. It 
is unfortunate that sometimes research efforts and assets 
are expended on studies that, because of improper design, 
produce questionable results and fail to broaden the data 
base of knowledge on a new and developing discipline to 
improve health care. (Rosner & Cuthbert, 2012; Rosner, 
2010) 

The ICAKUSA has engaged the services of Anthony 
Rosner, Ph.D, to be the organization’s Research Director 
after an illustrious career as Director of research and 
education for the Foundation for Chiropractic Education 
and Research (FCER), 1992-2007. At FCER Dr. Rosner 
spearheaded over 70 research programsfor thechiropractic 
profession and leveraged over $25 million in new federal 
grants. Dr. Goodheart was the Research Director for the 
ICAKUSA from its founding until his passing, and Dr. 
Rosner’s fame and prestige around the world will continue 
the exoellence and creativity that has characterized the 
ICAK since its beginning. Evidenoe-based medicine and 
cultural authority are critical components in the ICAKs 
future, and Dr. Rosner is part of the ICAKs catalyst to 
achieve these ends. (Rosner, 2011) 

Applied kinesiology is taught by ICAK certified 
teachers only to doctors licensed as primary health care 
providers. This is necessary because AK examination must 
be correlated with the standard methods of examination 
including patient history and physical examination, as well 
as laboratory, special testing, and imaging analysis when 
indicated. The teaching schedule of ICAK can be found 
at www.icak.com and www.icakusa.com or from the 
organization’s central office. (ICAKUSA, 2012) 
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“Many patients and many doctors would benefit from the 
ancient, yet still effective, techniques of acupuncture methods 
used by Asiatic healers...” 


- George J. Goodheart, Jr. (1966) 
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Lung Meridian 


CHAPTER TEN 
Applied Kinesiology and Traditional Chinese Medicine 


“To administer medicine after an illness 
begins is like digging a well after 
becoming thirsty or casting weapons 
after a battle has begun.” 

- NeiJing 


Introduction 


W 


accelerations in the past 45! This is how long acupuncture 


hat you are about to embark upon is a journey 


of nearly 5,000 years...with a fewexciting 


and applied kinesiology have existed. However, even this is 
in debate because many anthropologists believe acupuncture 
maybeten thousand yearsold from markings found on human 
remains. Wewill begin with one of the oldest known treatises 
onacupuncture, the 24-volume Nei Jing. Its origin is attributed 
to HuangTi, the “Yellow Emperor,' who is believed to haveruled 
China from 2697 to 2597 BCE. Historiansand anthropologists 
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do not agree on much of the Yellow Emperor’s 

legend, but he is one of the mythical prehistoric 

emperors who supposediy created the basic 

elements of Chinese civilization. The Nei Jing 

remains a medical classic of ancient Chinese 

civilization and is still the foundation for the 
practice of meridian therapy today. (Kaptchuk, 2000; Mann, 
1972) 

Acupuncture is a therapeutic approach for balancing the 
flow and distribution of energy in the meridians of the body 
by natural methods. It has been used for thousands of years in 
Asia. A report in Scienoe (1992) stated thata mummified man 
5,000 yearsold (Ice Age) wasfound with tattooscorresponding 
to acupuncture points. This evidence suggesis that a form of 
acupuncture may have originated in Eurasia at least 2,000 
years earlier than previously thought. (Dorter et al., 1999) 
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We could get lost in this antiquity and that is why 
we have selected the time of the Nei Jing, as the written 
accounts of the history is relatively consistent from that 
period. Kaptchuk frankly admits: “The Nei Jing, written in 
archaic language, is often unclearand inconsistent, and can 
only be understood after much preparation.” 

Meridian therapy known today as acupuncture or 
Traditional Chinese Medicine (TCM) has been the basis 
of health treatment for at least one billion people around 
the world for the last century. Acupuncture was a name 
the French gave for this Chinese therapeutic system; a 
better name would have been meridian therapy rather 
than acupuncture because acupuncture only describes one 
method used in this holistic health system. 

Traditional Chinese Medicine (TCM) is the most 
popular form of acupuncture that is practiced in the West 
and was invented at the time of the Cultural Revolution 
(circa 1949) in the 
Peoples Republic of 
China. Chairman Mao 
was skeptical about 
acupuncture, and 
wanted to blend the 
identity of Chinese 
medicine with the 
rapidiy evolving trend 
toward biomedicine 
in the modern world. 
This resulted in TCM 
being more focusedon 
organ function rather 
than meridian and/or 
Qi disruption, and a 
system more allied to 
modern biomedicine. 
These methods are 
more easily taught in 
Classroom settings and relyon maps and measurement, 
with point combinations and recipes used for treatment 
related to specific syndromes. It is more reliant on the 
conceptualization of symptom patterns related to Western 
pathologies and less conoerned with the evaluation of 
channels and their constriction through touch. Kaptchuk 
(2000) notes that “"'Channel’ is in fact a better translation 
of jing-luo than ‘Meridian.’ The word channel is closer to 
the Chinese, suggesting a three-dimensional conduit that 
contains some kind of substance, while Meridian implies 
only a two-dimensional grid.” Ju-Yiand Robertson (2007) 
note the paradoxical problems confronting practitioners of 
TCM that emerged from mid-20" century China. 


“In the modern clinic there is often acerebral 
approach to acupuncture point choice that fails to 
consider palpatory [myofascial] findings beyond 
the information provided by the pulse. At the 
same time, practitioners who are interested in 
finding ways to integrate palpated findings into 
their diagnosis often lack a useful theoretical 
structure to categorize what they are feeling.” 

The earliest American medical journal reference the 
authors could find to acupuncture’s use in human medicine 
was in 1836; however, European writers of the late 1600s had 
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publishedonthesubjectaswell. (Altman, 1998; Osler, 1893) 
Interestingly, Sir William Osler, who taught at Harvard and 
Yale and who gave the world its current residency system 
of medical education, wrote of acupuncture in 1892. The 
procedure did not make it into the New England Journal 
of Medicine until 1926, but these references were positive, 
indicating that acupuncture could be an appropriate and 
useful medical technique. (Gerber, 2000) 

The procedure had been used for a great variety of 
illnesses, but itbegan to fall into obscurity in the 1940s in the 
United States as people turned to newiy emerging, potent, 
increasingly ailment-specific antibioticsand pharmacology 
to treat their health problems. (Kaptchuk, 2000; Rubik, 
1995). In 1973, The American Medical Association Council 
of Scientific Affairs declared acupuncture an experimental 
medical procedure. 


Chiropractic and 
TCM/Meridian therapy 


Even though acupuncture had been used in seminars 
and chiropractic classes during the 1960's, (Goodheart, 
1966) acupuncture was not officially recognized until 1975 
by the American Chiropractic Association. The increased 
interestwasdueinnosmallparttothefactthat James Reston, 
a member of Nixon’s press corps in China, underwent 
an emergency appendectomy using acupuncture as an 
anesthesia, which later was widely reported in the press. By 
1983, the American Osteopathic Association endorsed the 
use of acupuncture as a part of medical practice. 

Spinal manipulation also has a long tradition in 
Oriental medicine. Just as chiropractors have been 
affecting the balance of the meridians since its inception, 
acupuncturists have been using manipulation as well as 
myofascial palpation for millennia. 

Chinese medicine 
has long 
practiced and 
advocated joint 

manipulation 


A review by Li & Zhong (1998) states: 


“As opposed to Western medicine, some 
Chinese classic ancient books about the basic 
theory of TCM or manipulation are still regarded 
as very important books and will be found on a 
list of required readings for thestudent who wants 
to master the Chinese spinal manipulations; one 
notable example is The Yellow Emperor’s Classic 
of Medicine...” (1995) “The spinal manipulative 
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book that hasmadea notable impacton thesociety 
of Chinese spinal manipulation is Treatment of 
Soft Tissue Lesions, (Feng, 1978) which looks at 
the integration of TCMand Western medicineand 
in which the rotatory manipulation is definitely 
advanced as application for the treatment of 
cervical spondylopathy, prolapse of lumbar 
intervertebral disc and related disorders of the 
spine.” 
Feldman and Yamamoto (1974) note: 


“...asubstantial chiropractic and orthopedic 
approach to bone and muscle manipulation 

has developed in the Orient. This approach 

compliments and further extends the treatment 

of the meridians. Spinal adjustments and muscle 

relaxation, as well as the application of herbal 

plasters and compresses, are often utilized as aids 

in massage practice.” 

There are many parallels between meridian therapy, 
applied kinesiology and the chiropractic profession. Not 
only has meridian therapy been utilizing muscles for 
diagnostic information formillenniaaswellasmanipulating 
and massaging muscles and joints (just as chiropractic 
has been affecting the meridians), but the philosophies of 
health parallel as well. Meridian therapy works to balance 
and release the “life force” within the body. Both are 
dedicated to prevention of disease rather than trying to 
treat symptoms. Both use natural approaches to work with 
the body rather than drugs and surgery. Medical doctors 
who have adopted acupuncture into their practices state 
that they are now practicing constructive medicine rather 
than destructive medicine. (Anderson, 2010) 

Astin (1998) suggests that large numbers of physicians 
are either referring to or practicing some of the well- 
known forms of CAM and that many physicians believe 
that these therapies are useful or efficacious. Acupuncture 
and chiropractic (43% and 40% respectively) are the most 
accepted of the complementary therapies within the 
biomedical community. Approximately 53% of these 
surveyed physicians believed in theefficacy of chiropractic, 
with 51% for acupuncture. 

In fact there are an extensive number of chiropractic 
techniques that, following AK’s urging and influence, 
incorporate acupuncture pointsand TCM principles. The 
American Chiropractic Association's College of 
Chiropractic Acupuncture reports that Dynamic 
Chiropractic, the most popular professional journal in the 
profession, polled 60,000 U.S. chiropractors and that over 
80 percent are using acupuncture in some form. 
Acupuncture is now instructed as a post-graduate course 
through 75 percent of the chiropractic colleges, and it is 
board-approved in many states with the list growing every 
year, and several have incorporated acupuncture into their 
teaching curricula before the postgraduate level aswell. 

It should be remarked that large numbers of 
therapeutic systems around the world use some portion of 
AK’s system of acupuncture diagnosis for their evaluation 
and treatment of the meridian system. (Touch for Health, 
2012; Emotional Freedom Techniques, 2012; Thought 
Field Therapy, 2012; Neuro-Emotional Technique, 2012) 

Utilization of applied kinesiology to evaluate the 


N 


AK and Traditional Chinese 


meridian system gives the physician an opportunity to 
improve meridian function on purpose instead of by 
accident. Many times in the past chiropractors,osteopaths, 
physio- and massage-therapists have produced results in 
patients by improving balance in the meridian system. 
All along, the manipulative clinician thought they were 
releasing an impingement upon the spinal nerve root or 
muscular injury. 

TCM is still not accepted by Western medical 
scientists (Maciocia, 1989). Acupuncture, even though 
used for thousands of years, makes Western scientists 
uncomfortable due to the language and philosophical 
barrier. Thefundamentalforceof TCM, Qi, isalsoanelusive, 
mysterious, “can't quite be translated” concept. Sometimes 
familiar words are used with radically different meanings — 
for instance, acupuncturists may talk of ‘taking the pulse‘, 
but then may classify its characteristics using terms such 
as 'wiriness’ or 'slipperiness‘, which are unrecognized 
in Western medicine. Similariy, TCM understanding 
of terms such as the Spleen’ and ‘Circulation Sex’ is not 
confined to the organ itself, but rather relates to categories 
of physiological processes and psychosocial complexes 
that TCM associates with these organs: for example, the 
‘angry liver’, the ‘anxious heart‘, or the \melancholy spken’. 
It is important not to interpret terms used in TCM too 
literalliy and to understand that they are sometimes used 
metaphorically or as a shorthand for signs, symptoms 
and syndromes that are not recognized (or not seen as of 
significance) in conventional Western biomedicine. 

Westernscientistswanttogetatwhatisreallyhappening 
when acupuncture treatment gets results and describe this 
processinscientificlanguage. TheWesternscientificmethod 
understandshowtheprocsssoperateswhen itcanbebroken 
down intoelementsthatcanbeidentified, named, measured 
and reproduced: electrical function, aerodynamics, laser, 
chemical compounds and substances whosesize and shape 
canbecalculated. Thebig question from thescientific world 
is why this can’tbe done with acupuncture...or AK, for that 
matter. (Motyka & Yanuck, 1999) 


Basics 


Auspiciously for the health of the Western world, the 
concepts of East and West have been combined in applied 
kinesiology. The practice of applied kinesiology includes 
meridian therapy and a number of additional Eastern 
concepts. In the application of AK methods the vast 
muscular system of the body is used as a messure of 
meridian response and function. Applied kinesiology has 
now given the Western scientist important and useful 
information: a method of measuring the effects of 
meridian energy upon muscular function. This textbook 
illustrates and encompasses nearly fifty years of research 
and application of scientific principles to demonstrate the 
efficiencyand validityof AK muscle testing. Theassociation 
of muscle strength with organ or gland function in AK 
is enhanced as meridian system imbalance is found to 
correlate with specific MMT findings. 

There are 14 main meridians in TCM (Deadman, 
2001), and 12 bilateral meridians in the body that the 
Chinese believe carry the life force, called Qi (Mayor and 
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Micozzi, 2011). These meridians are associated with specific organs and/or functions. The twelve associated with organs 
are lung, large intestine, heart, small intestine, circulation sex (pericardium), triple warmer, liver, gall bladder, kidney, 
bladder, spleen and stomach. The two meridians associated with function are the conception vessel and governing vessel. 
The meridians are evaluated in classic acupuncture for balanced energy. Ideally, the meridians have a good level of energy 


balanced equally among them. 


Summary of the Twelve Primary Meridians 


12 Meridians 6 Greater Meridians 


Heart Upper shao yin (lesser yin) Inside front ofarm 
Small Intestine | Upper tai yang (greater yang) | Inside back ofarm 
Bladder Lower tai yang Outside back ofleg 
Kidney Lower shao yin Inside front ofleg 
Circulation Sex | Upper jue yin (limit of yin) Middle front ofarm 
Triple Warmer | Upper shao yang (lesser yang) | Middle back of arm 
Gall Bladder Lower shao yang Middle back ofleg 
Liver Lower jue yin Middle front ofleg 
Lung Upper tai yin (greater yin) Outside of front arm 
Large Intestine | Upper yang ming Inside back of arm 
Stomach Lower yang ming Inside front ofleg 
Spleen Lower tai yin Outside front leg 


Spleen Meridian 


The practitioner evaluates for imbalances of the 
energy patterns of the meridian system, to which he orshe 
attributes the cause of disease. (Maciocia, 1989) When 
imbalance is found, the practitioner stimulates various 
acupuncture channels and areas with a needle or through 
other methods to restore balance to the system. (Mayor 
and Macozzi, 2011) 


An unequal measure of Qi within the acupuncture 
meridian system can be responsible for specific muscles 
testing weak. Correcting this unequal measure of 
subtle force within the meridian system returns weak 
or hypertonic muscles to normal. Initially, diagnosis 
and treatment to the meridian system were by standard 
acupuncture techniques. There have been severalmeridian 
examination and treatment techniques uniquely developed 
inapplied kinesiology. In AK it issuggested that it is possible 
to correlate the rebalancing of Qi with the restoration 
of muscle strength (as seen by MMT) after making the 
appropriate interventions. This has been corroborated in 
many of the studies discussed in this chapter. 


AK practitioners employ acupoints and TCM theory 
in several fundamental ways: 


e Asoneofthe5-Factors of the IVF in relation 
to specific muscle inhibitions as revealed by 
T-S Line analysis or MMT examination. 


e Asa way to prioritize and improve organ- 
meridian function through 5-Element and 
24-Hour Qi system relationships. 


e Asentrypointsfor investigation oftherapeutic 
nutrients and remedies. 


e Pain control. 
e Emotional balance. 
e Neuro-endocrine function. (Walther, 2000) 
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The following isastandard AK protocol to evaluate a 
meridian’s relationship to an inhibited muscle: 


1. Patient TLs pulse points to identifywhich 
combination of meridians strengthen the 
inhibited muscle(s). 


2. Patient TLs Alarm points that correlate with 
positive pulse points, oneatatime, to identify 
which strengthens inhibited muscle. 

Use 5-Element Law (Sheng and Ko 

cycle) and Horary chart to determine 

related Luo or Command points. 

«e Appropriate acupoint can be stimulated 
by various effective methods. 


3. Treat neurolymphatic and/or neurovascular 
reflexes on deficient meridian (related to 
inhibited muscle). 


4. Testfor related nutrients and spinalsubluxation/ 


How to diagnose 
meridian involvement 


Pulse point and MMT 
Alarm point and MMT 


24 hour clock as an 
indicator by time of 
involvement 


5 Element Theory - 
Characteristics of the 
symptoms, e.g. sound, 
climate, taste, etc. 
Tracing hidden 
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fixation at associated point (and its Lovett 
reactor) of exoessive meridian (related to positive 
alarm point). 


5. If muscle strengthens to its own alarm point 


(esp. if patient has persistent pain), thisindicates 
a priority deficient meridian; then treatalarm 
point, Lovett reactor, and tonification point of the 
meridian related to that muscle. 


6. There is usuallyan upper cervical.and or occipital 


subluxation or diaphragm muscle dysfunction 
when 5 or more Alarm points TL. 


7. Provocative methods (breath cessation, eyes-into- 


distortion, correcting dehydration with water, 
testing patient in gait position, or correction of 
neurological disorganization (switching), may be 
required to uncover hidden TCM factors. (Leaf, 
2010; Walther, 2000) 


Patient may complain of bizarre 


symptoms that make no sense to 


the doctor until correlated with 


meridian system. 


24 hour circulation of energy 
helps give indication for the 
cause of problems which recur 
at the same time each day. 

5 element theory evaluation 
may uncover an involvement 
which is not easily found 
otherwise. 

Always use these diagnostic 
factors in problem cases. 


AK Diagnosis 


problems. 


Continued Diagnostic Use 


Meridian evaluation is an excellent monitoring tool 

of how the health treatments are progressing. Much 

meridian involvement is automatically corrected as 

the structural-chemical-psychosocial balances are 

remedied, e.g. correcting vertebral subluxations 

frequently balances active meridian associated points. 

As the constitutional homeostatic mechanisms 

improve, the meridian system improves its balance 1 0 
and strength. 


With AK, continue to evaluate the meridian system 
to monitor all phases of treatment. 
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AK Memory Keys for Alarm and Pulse Points 
Mu or Alarm Points 


The alarm points for the lung, liver, gall bladder, 
and large intestine are basically over the 
respective organs. 


The kidney and spleen alarm pounts are on the 
posterolateral aspect. 
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AK Memory Keys for Alarm and Pulse Points (ontinuea) 
Mu or Alarm Points 


All other alarm points are on the conception vessel meridian; you can memorize them with the following 
memory keys. 


The three upper grouped alarm points on the conception vessel are: CX, H, and $. You can remember 
“Circulate Heart Strong.” 


CX — Circulate 
H — Heart 
S — Strong 


You can easily remember the three lower grouped alarm points by thinking they have been treated by 
moxabustion; there would be “three small blisters” in these areas. 


MOXABUSTION 
T — Three 
SI — Small 
B — Blisters 
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Conception Vessel 
Governing Vessel 


Conception Vessel 


In classic acupuncture the conception 
vessel starts with CV1 at the perineum 
and ends with CV24 on the lower lip. 


In applied kinesiology it has been found 
that running the meridian in reverse (high 
number to low number) usually causes 
tonification. Running the meridian for- 
ward (low number to high number) causes 
sedation. 


The arrows in this picture are in the 
direction of classic acupuncture. To toni- 
fy, you would run opposite the direction 
of the arrows. 


Governing Vessel 


The governing vessel begins with GV1 on 
the coccyx and ends at GV28 on the 
gingiva just above the medial incisors. 
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AK Memory Keys for Alarm and Pulse Points (ontinuea) 


Memory Keys for 
Pulse Points 


Visualize the pulse points on the left wrist by mentally 
imaging the above pictures. The organs are in the same 


order as in the body; however, to determine superficial 
or deep pulses, reverse the organ position as indicated 
by the arrows. Thus, SI is superficial and H is deep. 


You can easily memorize these points with the sen- 
tence, “Large lungs over the stomach and spleen triple 
heat my circulation sex.” 


Superficial Deep 
7, 
el ss SP 


RIGHT a , RREREHER, 


Large Lungs 


(LI) (LU) 
over the 


Stomach & Spleen 


(S) 


(SP) 


Triple Heat my Circulation Sex 


(T 


(CX) 
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AK expedite sic aaa AS O Ber AT EEERRS ENT nun 


for active alarm points 


In order to screen the body for causal issues, the AK TL 
process to the alarm points can be taken one step further. 
The positive alarm point (whether deficient or excessive), 
can beevaluated using structural, mental-emotional, reflex, 
nutritional, herbal, homeopathic, flower essence, or other 
potentially helpful remedies as challenges. 

The following is a simple way to conduct an Alarm 
point investigation: 


1. Patient TLs positive Alarm point with at leasttwo 
fingers. 

2. This TL will elicit weakness of a previously 
normal indicator muscle. In other words the 
alarm point that created strength in theoriginal 
inhibited muscle will now create inhibition in a 
separate intact indicator muscle using TL. 


3. Diagnostic and/or therapeutic substances can 
now be screened for strengthening theindicator 
muscle. 

+.  Testremedies for underlying etiological 
issues causing an active alarm point 
such as allergy, bacteria, virus, fungus, 
parasites, toxic metals, chemicals, 
radiation and unhealthy electro- 
magnetic fields, including negative 
emotions. 

+ Testnutrients, herbs, and/or 
homeopathics that are supportive ofthe 
related meridians if needed. 


4. Remedies discovered in this way will be 
supportive to lasting organ/meridianand 
structural correction 

Thereare numerous advantagesto this procedure. The 

positive Alarm point often relates to an excess meridian 
whose related muscle will not usually be inhibited. A 
normal indicator muscle allows the practitioner to directly 
investigate the excess meridian by TL to the Alarm point. 
Alarm points are well accepted diagnostic acupoints in 
TCM as they are the surfacing and collecting point for Qi 
of the underlying related organ. (Maciocia, 1989) In other 
words they are direct windows into their related organ. As 
Pischinger states, acupoints are conveniently hardwired to 
the connective tissue matrix, Iymph, blood, and nervous 
systems via Heine cylinders. (Finando & Finando, 2011; 
Stark, 2002) These sensory organs depolarize to any 
stimulus, including touch. This implies potential acoess to 
clinical information from all ofthemajor human regulatory 
and communication systems. 


Alarm, Back Shu, and Source 
Points with MMT 


Precise finger placement for Alarm point TL is important. 
Sometimes it can be very difficult, due to body composition 
and rib shape, to reach some Alarm points for TL. For 


12 Associated points (Back Shu points) and Source points 
can be used in the same fashion and are easy to find. 

As with the Front Mu (Alarm) points, the Qi of the 
Zang-Fu (Yin-Yang) organs also surfaces and collectsat the 
BackShupoints. Thus, like Mu points,Shupointsareusually 
tender to palpation and may have spontaneous pain when 
there is imbalance in the associated organs. For both Mu 
and Shu points, tenderness with light palpation indicates 
deficient organ/meridian function (Yin condition), and 
tenderness on deep palpation indicates excess organ/ 
meridian function (Yangcondition). (Maciocia, 1989) For 
AK doctorsa Yin condition might representan opportunity 
to challenge the patients body with ATP production 
factors. (e.g., CO2 challenge) (Schmitt & McCord, 2005) 
Toxins, microbial infection, and stress-related emotional 
adaptations could be examples of Yang conditions that 
result, at least initially, in excess organ/meridian function. 

Stimulation of Shu points, including spinal 
manipulation, has a general calming effect and is sedating 
to Yang imbalances. Shu points are considered better for 
chronic conditions. Conversely, Mu points are considered 
more with acute conditions of their related organ, and their 
stimulation has a more tonifying effect on the associated 
organ/meridian. (Maciocia, 1989) 

Finally, in TCM these points are often used in 
combination which is usually based on a problem in a 
particularelementorburner.SPandSTShuareoftentreated 
together for digestive issues, for example, or for conditions 
in the upper burner (chest), HT and LU Shu points may 
be treated in tandem. For recurring or chronic pain areas 
in the spine, even after spinal adjustment, it is very helpful 
to thoroughly address the visoerosomatic relationships 
expressed through investigation and stimulation of the Shu 
points. 

There are also 5 additional Shu (Associated) points: 

e BL 17 - Diaphragm - at T7 - very important 
as Goodheart felt the diaphragm was the 
pump which vitalized movement of Chi 
energy through its 24-Hour circulation. 
(Goodheart, 1998, 1975, 1966) 


e BL24-Seaof Energy (upper Lumbar). 
e BL26-- Gate Origin (lower Lumbar). 
e BL29- Central Spine (sacrum). 


e BL30- White Circle (Anus) — sometimes 
helpful with anal fissures, hemorrhoids. 
Lastly, a helpful update has been reported by European 
AK authors regarding the traditional Alarm point for the 
CX meridian. Gerz recommends CX1 for Circulation and 
K111 for Sex as opposed to the traditional CV17 for theCX 
meridian. (Gerz & Kannengeiser, 2005) 


Applied Kinesiology more 
readily measures Qi 


While the study of energy movement in the body 
has gone on for thousands of years in the Orient, recent 
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discoveries in the Westhaveaddedto thesetools of diagnosis 
and treatment. It is because muscle testing interacts with 
the acupuncture meridian system that the usefulness of the 
applied kinesiology approach for acupuncture diagnosis is 
presented. How does this new tool enable us to broaden our 
understandingoftheancientartofChinesediagnosis?What 
are the practical applications? TCM, as with any complete 
system, is large enough so that within itself it contains its 
own contradictions. For instance, often there isa reluctance 
to learn and use the 5-Element law in acupuncture practice 
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due to the uncertainty which existsaround pulse diagnosis. 
While pulse taking offers many of the body's secrets in 
TCM thinking, it takes years to become proficient inorder 
to be able to hear those secrets. Long before the subtleties 
can be appreciated, however, the basic pulse at the wrist 
must be read. This informs the TCM clinician of a state 
of too much or too little energy, or the relative balance of 
energies in the body. This pulse diagnosis is done for each 
of the meridians. 


5 Element Theory 


BLADDER 


CIRCUIA- 
TION 


SEX 


TRIPLE 
HEATER 
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Regarding pulse point technique, the current pulses 
were not introduced until tne Han Dynasty in the great 
text the Nan Jing. Before this the pulses were taken at 
different acupoints with multiple points for each meridian. 
The newer pulse points are locations on the radial artery, 
not actual acupoints, where the pulses are palpated to 
determine their nature for diagnosis. (Amaro, 2012) Thus, 
some AK practitioners prefer to go directly to alarm points 
to determine which one strengthens an inhibited muscle if 
it has an acupuncture relationship. With basic knowledge 
of meridian dynamics this is still very rapid. 

Another wayto diagnose the meridian energies pulsing 
through the wrist is through the simple technique of 
muscle testing. Through systematic testing and comparison 
of individual muscles, the clinician who understands the 
positions of the pulse points at the wrist can estimate 
the flow of Qi along separate meridians. MMT offers 
immediate feedback for the doctor and the patient so that 
one can already begin using themany complex approaches 
in TCM like the 5-Element law while, at the same time, 
learning pulse diagnosis. This method of incorporating the 
complexities of TCM into the contemporary practitioner’s 
use of CAM is now common. (Larson, 1985) 

Both MMT and reading the pulses are informative 
to the practitioner; in addition the MMT involves the 
patient experiencing TCM/meridian therapy in a new way. 
This more active participation allows the patient to feel 
the response as clearly as the practitioner. When there is 
imbalance, it is instantly recognized by the patient; when 
they are in balance, the improved strength on testing the 
pulses isobvious to the patient aswell. Thisexperience leads 
them to a deeper awareness of their body’ relationship to 
TCM disorders and diagnostic tests. 

Muscle testing offersasimple tool to read theenergetic 
from the physical. In reading the pulses with the MMT, 
the current energetic and meridian state of the organism is 
reported, only ina new form. The pattern of muscle-organ/ 
gland association ofthe meridians often parallelthe relation 
previously noted with Chapman's and Bennett’s reflexes, 
thus enhancing all of the visoerosomatic relationships. 
This, along with many associated clinical observations, 
established the muscle-organ/gland association of applied 
kinesiology. The discovery of the relationship between 
meridians and meridian points to muscles and muscle 
groups and their shared visceral connections serve to 
further support the muscle-organcorrelations developed in 
AK. (Gerz & Kannengeiber, 2005; Garten, 2002; Walther, 
2000; Dale, 1993; Corneal & Dick, 1987; Larson, 1985; 
Omura, 1981, 1979). 

Muscle testing has another special feature to bring to 
the acupuncture field. Out of all the recent refinements 
(electro-acupuncture, laser acupuncture, computer 
diagnosis, etc.),, MMT is unique in that it requires no 
electricity or instruments. This offers simplicity in the 
office, and ease when away from it. Muscle testing for this 
reason has become a normal part of many acupuncturists 
practice. (Moncayo & Moncayo, 2009; Gerz, 2005; Dale, 
1999; Larson, 1985; Omura, 1981) Classical TCM theory 
recognizes about 365 acupuncture points on the surface 
meridians of the body...this may be another reason that 
the AK approach can expedite the determination of which 
of these points require treatment. 
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The six principal clinical methods of diagnosing an 
aberrant acupuncture point arethe following: (Dale, 1999) 


1. Tendernes and response to palpation 
(traditional TCM) 


2 Observation of changes in skin color or 
texture (traditional TCM) 


3 Significant change in theelectro-permeability 
of the acupuncture point (Voll, Nakatani, 
Motoyama) 


4. A sudden increase in vascular response atthe 
radial artery when the acupuncture point is 
aroused (Nogier’s vascular-autonomicsignal) 


5 A significant alteration of muscle testing 
strength when an acupuncture point is 
therapy localized, that is, touched (applied 
kinesiology’s approach), and 

6. The bi-digital O-Ring test, a scientifically 
investigated variation of the AK MMT, 
specifically employing the opponens pollicis 
muscle (Omura, 1981) 


Applied Kinesiology and 
TCM/Meridian Therapy 


Applied kinesiology is now approaching its 50% 
birthday and is one ofthe most fortunate discoveries of 
a relatively young chiropractic profession. Moreover, 
everything about AK canseem exosssivelysimple: itsspeed, 
application, accuracy and astonishing clinical results. 
Nothing even remotely like it had been seen before in the 
science of chiropractic. 


Goodheart introduoed meridian therapy into the AK 
syllabus and wider chiropractic profession in 1966, 
(Goodheart, 1966) after noting that imbalances in the 
meridians could influence the function of the muscular 
system. Many principles and philosophies from TCM were 
then added to AK, and AK approaches were added to TCM 
diagnosis and management, to complement the existing 
procedures. (Green & Gin, 1997; Goodheart, 1966) It is 
important to note that Goodheart incorporated concepts 
from TCM that were most important to the AK paradigm 
and chiropractic profession. For example methods of 
point stimulation such as acupressure, teishin and manual 
tapping, are promoted instead of needling techniques. 


Muscle testing = Body language 
Body Language = Innate 
intelligence 


Muscle testing = Innate intelligence 


Medical scholars of the western world believed 
chiropractic to be little more than asimple biomechanical 
application with an instinctive (or placebo and ideomotor) 
action. However, the work of Goodheart continued to grow 
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over the next 45 years with astounding results to become 
one of the most used diagnostic techniques in alternative 
medicine. If the clinical results remained genuine, theories 
acoepted by the most distinguished and established medical 
authorities would have to be questioned or discarded. 
After all, chiropractic is just gaining some recognition of 
legitimacy in the scientific world after 116 years of clinical 
history and efficiency. 


“The healer within can be 


approached from without.” 
= George J. Goodheart, Jr. 


Controlled clinical trials have discovered that, when 
a muscle is weak, it can sometimes be strengthened by 
stimulating the classic acupuncture tonification point for 
a certain meridian. (Moncayo & Moncayo, 2009) If the 
muscle is hypertonic, stimulating the sedation point of the 
same meridian will bring the muscle back to normal. 

Costa and Araujo (2008) showed that stimulation of 
the sedation point for the Bladder meridian (acupuncture 
point Stomach-36) induced decreased strength in the 
tibialis anterior muscle as measured by electromyography. 
The tibialis anterior muscle corresponds to the Bladder 
meridian in AK. 

Sedation point for stomach meridian and MMT 

for the associated tibialis anterior muscle 


Sedation 
Point 
Stomach 
Meridian 
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The most interesting correlation is that the meridian 
which affects a specific musde also affects the organ or 
gland with which applied kinesiology had independently 
correlated the muscle. For example, when an individual 
has a chest cold or some other involvement with the lung, 
there will be a weakness or hypertonicity of the deltoid 
muscle. The meridian that influences deltoid strength 
or weakness is the lung meridian. This same parallel is 
present throughout the system. However it was necessary 
to discover the meridian association for certain muscles, 
organs, and glands, as there is no meridian specifically 
correlated with them in classic acupuncture. An example of 
this is the adrenal gland, which is often found to correlate 
with the circulation-sex meridian. Chinese medical theory 
does not have the concept of the nervous nor endocrine 
systems, yet it effectively treats what are called neurological 
and endocrine disorders in the West. (Kaptchuk, 2000) 

= 
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There are many methods in classical acupuncture for evaluating the energy pattern of the meridian system. These 


Diaphragm 
Because the diaphragm is a mobilize of meridian energy, it should be evaluated first 
whenever there is a significant imbalance in the meridian system or ifthere is a 
general low level of energy in the meridian system. 
> Low level of energy in the meridian system can be observed if a pulse or alarm 
point which does not therapy localize becomes positive to TL with cessation of 
breathing. Also if a strong indicator weakens with lead over CV24 and/or 
GV27, there is indication of low energy in the meridian system. 
Occiput - Upper Cervicals 
Frequently involved when 6 or more meridians are imbalanced. Correction of the 
subluxation, fixation, or other joint dysfunction in the upper neck and cranial base 
will greatly diminish or eliminate the meridian imbalance. 


When one meridian 
is involved 


Observe and therapy localize along meridian for mechanical blockage such as scars, 
recent trauma, chronic structural strain, changes in skin tone, color or moisture, and 
articular misalignment. 
> Mechanisms to bring energy through blockage: 

Structural corrections. 

Point-to-point stimulation with directional flow of the meridian. 

Massage or percuss through scar tissue. Vitamin E ointment may help to 

soften the scars found. 

Evaluate the need of vertebral adjustment at the level of the associated point 

for the meridian involved. 

Evaluate and correct, if needed, the tonification and sedation points. 


diagnostic methods have been greatly enhanced by the utilization of manual muscle testing to evaluate meridian patterns. 


When two or more meridians are involved 


First - Time saving evaluations 
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AK treatment considerations 


Potentially, any weak muscle may TL to a Kl or 
Spleen(SP)/Pancreas alarm point if the weakness has a 
component of Qi deficiency. A few common MMT and 
traditional TCM soenarios, for example, are listed below: 


e \Neakness of the sartorius and/or gracilis 
(adrenal-related muscles) strengthen on TL 
to the KI or SP/Pancreas alarm point. 

- Patient may be in adrenalmaladaptation 
and may require long-term tonification 
of Kl and/or SP/Pancreas meridian(s). 


e \WWeak lower or middle trapezius (spleen- 
related muscles) TL to Kl alarm point. 
- Patient needs Kl Yang tonification to 
properly supply yang energy to the SP/ 
Pancreas to warm the digestivefire. 


e \Weak psoas (kidney-related muscles) TLs to 
SP/Pancreas alarm point. 


Patient may be overworked, overstressed, and in need 
of downtime to recover; SP/Pancreas tonification may be 
required to help refill KI Essence. 


Except in the case of active infection, TCM regards 
KI Qi imbalance to be only of the deficient type. Therefore 
most Kl tonification herbals (or other indicated nutrients) 
are recommended for a period of six months to two years. 
This is due to the extensive nature of the Qi exhaustion 
as the body will tend to display KI Yin or Yang deficiency 
only with significant depletion of the energy reservoir. An 
abbreviated symptom list for Kl Yin, Kl Yang, and SP/ 
Pancreas deficiencies is as follows: 


°e KI Yin deficiency 

Dry mouth at night, night sweats, redness 
of the tongue with absent or partially peeled 
(geographic) tongue coating; deep tongue 
cracks, low back pain, knee weakness, 
lassitude, vertigo, ringing in the ears, thirst, 
flushed cheeks, mental irritability, afternoon 
fever, nocturnal emissions, concentrated 
yellow or dark urine, constipation. 


e KI Yang deficiency 

Abundant, dilute urination; coldness in 
the low back; tongue is pale or pale and 
blue-purple with a white coat; pallor, cold 
extremities; weak, sore lumbar spine and 
knees, nocturnal urination; impotence, 
erectile dysfunction, prematureejaculation in 
men, infertility in women; dizziness, ringing 
in the ears, apathy, lack of will power. 


e SP/Pancreas Deficiency 
Decressed or no appetite, fatigue, loose 
stools; hypochlorhydria and/or pancreatic 
enzyme deficiency, foodallergy, easilychilled, 
cold extremities; stomach, uterus, anus, or 
vagina prolapse; limb numbness or tingling, 
hypochondriac pain. (Stark, 2002) 


AK and Traditional Chinese 


Sedation 
Points 


Tonification 
Points 


LV8 
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Tongue Diagnosis 


AK doctors can benefit from another icon of TCM 
diagnosis. TCM practitioners are usually well trained in 
tongue diagnosis. In addition to pulse points it isone.of the 
primary diagnostic methods of TCM. The appearance of 
the tongue gives solid diagnostic information about many 
organsand meridiansbasedonitscolor, size,coating, cracks, 
teeth Impressions, movement, posture, and presence of red 
points. This is especially helpful in determining patternsof 
exoess, deficiency, and priority. The author of this section 
(BS) has found that patients are highly intrigued when the 
doctor connects physical signs on the tongue with their 
MMT patterns. (Maciocia, 1989) 

Thereareaspectsofbasictonguediagnosissummarized 
below that are instantly discernible by any knowledgeable 
practitioner (main MMT indicators given in parentheses). 
Some conversion of common TCM language has been 
done to simplify and relate these concepts for AK practice: 


1. The root area at the rear represents the intestines 
(tensor fascia lata, quadriceps, and abdominals). 


a Some “dirty” phlegm coating is normal here. 


2. Themiddleportionorbodymainlyshows Stomach/ 
Pancreass signs (pectoralis-major, clavicular 
division, tensor fascia lata, and latissimusdorsi). 


a If exoess sticky coating also covers this area 
it is sign of too much dampness, especially 
in the digestive system, which is allowed 
by hypochlorhydria and/or low pancreatic 


enzymes. 
i SP Wi or Yang deficiency or cold SP in 
TCM terms. 
ii If coating is thick, yellow, or brownish 
then suspect significant intestinal 
dysbiosis as well. 


ii Sometimes almost entire tongue surface 
will have thick phlegm coating which is 
a sign of hypochlorhydria and/or low 
pancreatic enzyme production, poor 
diet, and severe dysbiosis. 


AK and Traditional Chinese 


b. Impressions of teeth on tongue sides also 
means weak pancreas/stomach function 
(swollen tongue) 


i Usual finding of LV (Wood) overacting 
on pancreas/stomach (Earth) via Ko 
cycle, especially if tongue sides are red. 

In TCM this is the fundamental pattern underlying 
almost all digestive problems and is always a priority no 
matter what the patients’ presenting symptoms may be. 


c. Transverse cracks on sides of tongue show 
severe chronic spleen deficiency. 


d. Concave red points toward sides but on 
tongue body is another sign of stomach/ 
pancreas deficiency and immaturity (very 
common in young children). 


e. Overall paleness indicates significant Qiand/ 
or Blood deficiency (especially pancreas/ 
stomach and Yang Qi). 


f. Purplish or bluish undertone shows blood 
stagnation especially from L\V congestion 
(PMS, rhomboid) or lack of adequate Yang 
(pancreas/stomach related muscles and right 
psoas) to invigorate blood circulation. 


g. A crack in the centerline, often deep, reveals 
KI Yin deficiency (usually left psoas) which 
can be inherited or acquired - either way itis 
apriorityand expect to pamper Kidneys over 
the long term. 

h. Wide centerline crack not to tip or root 
relates to ST Yin deficiency (PMC, supinator, 
pronator) probably caused by deficient KI Yin 
and/or microbial heat inST (i.e. helicobacter 
pylori). 

3. The right edge is related to gallbladder (popliteus). 

a redness here means GB heat. 

4. The left edge is related to liver (PMS, rhomboids). 


a redness here means LV heat (exoess yang) 
and/or LV Yin deficiency. 


b. orange tone relates to severe LV blood 
(nutrient) deficiency. 


5.The area just behind the tip relates to the lung 
(deltoids, coracobrachialis). 
a cracksor coating loose or peeled ‘off is LU Yin 
and/or Qi deficiency. 
b. excess coating indicates phlegm/mucous 
excess in the LU. 


i can relate to acute or chronic lung 
membrane dysbiosis. 


6. The tongue tip relates to the heart (subscapularis). 


a tip redness and/or rolled upward posture 
relates to HT Yin deficiency or Yang exoess 
— heat in HT. 


i usually either emotional excess, LV Yang 
insulting HT viaShengcycle disharmony, 
or Kl Yang eexoess overacting on HT via 
Ko cycle. 
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b. thinner crack from root to tip indicates 8. Tongue coating should be thin and white and 
constitutional tendency to HT problems and attached to surface. 
HT Yin deficiency. a loose or peeled off in patches (“geographic” 
7. Overall tongue color should be pink - not the tongue) indicates Yin deficiency (usually Kl 
following: - esp. left psoas), and likely malabsorption 
a red-- Heat. issues with the usual food sensitivity triggers, 
j especially gluten. 
b. reddish purple -blood stagnation from Heat. Ä j 
. b. a single peeled area corresponds to Yin 
c. bluish purple - blood stagnation from Cold. deficiency of the organ for that area. 
d. pale — decreased SP Qi and/or decreased 9. A swollen area corresponds to Phlegm in the 
Blood burner of the organ for that area (i.e. LU area = 
e white — severe decressed SP Qi and/or Upper Burner) 
decreased Blood 10. Convex red points result from exoess/heat 
f. above abnormal colors can occur in a condition, like infection, and may be found in any 
specific tongue organ area and relate to an tongue area...suspect heat condition in organ/ 
abnormality in that organ. meridian for that area. (Maciocia, 1989) 


Creation Cycle and Destruction (KO) Cycle 


N 


CREATION CYCLE DESTRUCTION (KO) CYCLE 
Fire creates earth by leaving ash. Fire destroys metal by melting it. 
Earth creates metal by ores. Metal destroys wood by cutting it (saw). 
Metal creates water by melting. Wood destroys earth by covering it. 
Water creates wood by nourishing plants. Earth destroys water by damming it. 


Wood creates fire by burning. Water destroys fire by putting it out. 
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AK Outcomes Research in the treatment of TCM imbalances 


Table 1 
Partial list of applied kinesiology research related to TCM 


(Available from ICAK USA, 2012; ChiroACCESS, 2018) 


Author/Year 


Acu-Aids and sedation of muscles 


Corneal & Dick, 1987 


Acu-Aids Hawkins, 1975 
Akabane points Cousineau, 1963 
Antenna concept Koffeman, 1975 
Circulation Sex meridian and thiamine Kane, 1994 
Demagnetizing meridians Gunn, 1979 
5-Elements diagnosis and treatment Thie, 1982 


Governing and conception vessel 
alarm points 


Sprieser, 2005 


Governing and conception vessels 
and switching 


Gerz, 2001 


Governing vessel and reticular formation 


Kharrazian, 2001 


Governing vessel - 21 
Centering the spine concepts 


Schmitt, 1998 


Interstitial cystitis and AK treatment 


Sprieser, 2002 


Intraosseous subluxation and alarm points Duffy, 2004 
Magnetic model of acupoints Moon, 1989 
Magnetic polarity of acupoints Colum, 1981 


Point application 


Brimhall, 1988 


Pulse point diagnosis in AK 


Meldener, 1983 


Pulse points and low back pain 


Tooley, 2003 


Smoking cessation, B & E technique 


Durlacher, 2007 


Then & Now Technique and vertigo 


Sprieser, 2002 


Therapy localization of acupoints 


Deutsch, 1986 


24-hour clock and shoulder pain 


Shin, 2003 


Voll - allergy diagnosis and treatment 


de Monterice, 1980 


Voll - AK and electroacupuncture 


Hanicke, 1980 


Tendino-muscular meridians and AK 


Anderson, 1990 


The Bi-Digital O-Ring test 
(BDORT) of Yoshiaki Omura 


In the late 1970's Yoshiaki Omura (a medical doctor 
and electrical engineer) developed a method of TCM 
assessment (using the AK approaches of MMT and TL) 
that have been utilized in Western medicine, dentistry, 
veterinary and Oriental medicine. (BDORT, 2012; 
Shinnick, 1996; Omura, 1981) Dr. Omura visited Dr. 
Goodheart in his office in the 1980s and observed him. 
(Schmitt, personal communication) Omura has 44 papers 
listed in PubMed regarding the effects of Qi and other 
subtle energy fields and acupuncture areasand points upon 
human function as measured by the MMT. 

Omura noticed that when aslight pressure was applied 
to skin areas, often related to previous pain, thata decrease 
in grip strength was observed. Omura noticed that it was 
possible to test a subject's resistance to having their thumb 
and finger pried apart from one another when they held 
their fingers “tip-to-tip”, in opposition to each other. This 


is the characteristic Bi-Digital O-Ring Test (BDORT) 
for which this method is named. Omura expanded this 
observation by noting that a patients O-ring strength 
could change during contact with various test substances, 
eg. specific nutrients, chemicals, pathogens, toxins, etc. 
He also found that a patient's fingers could more easily be 
pulled apart during his O-ring testing when the patient 
came in contact with unhealthful items. Conversely, when 
in contact with healthful iterns, the original fingerstrength 
would be maintained. 

Following the work of Goodheart, Omura showed 
(1981) that when a patient touched their Alarm or Mu 
point ofan organ whilesimultaneously holding asubstance 
suspected to be toxic to that organ, the BDORT showed a 
weakening response. 

In addition to many journal articles chronicling his 
observations regarding the BDORT and its usefulness for 
other diagnostic problems, Omura published two books in 
Spanish on the BDORT and one in Japanese. A synopsis 
has also been published of this method, by an electrical 
engineer who worked with Omura for 20 years. (Losco, 
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1991) Losco observes that “The O-ring test is presently 
being used by many physicians around the world and it is 
being taught in some medical schools in Japan, Finland and 
Venezuela” 

It is fascinating to discover the ripple effect of 
Goodheart’s work extending so far in TCM, to encompass 
so many cultures and languages. Of course, the BDORT is 
onlyasmall component of the vast collection of innovative 
AK methods now used by practitioners who use TCM. 
However, Omura's crediting Goodheart with his earliest 
Innovations in this area of research is noteworthy. 


Bi-Digital O-Ring Test of Omura 


During the BDORT the subject holds a 
non-conducting probe against the 
Triple Warmer Alarm point. 


Notonlycan musclestrength indicatewhenameridian 
is out of balance, it can determine which therapeutic 
approach iscorrectfor returningthesystem to balance. This 
is accomplished by stimulating a potentially appropriate 
meridian point with TL (or some other AK sensorimotor 
challenge) and observing whether the muscle returns to 
normal strength. If it does, the therapeutic trial was an 
effective measure; if not, another approach is obviously 
needed. With this method of evaluation, many new 
therapeutic approaches have been found for balancing the 
meridian system. Some of these do not utilize traditional 
methods of acupuncture treatment. 

The contributions and new principles relating to AK 
and TCM have been used as a springboard for other 
techniques and systerns including Scott Walker's Neuro- 
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Emotional Technique, (2012) John Thie's Touch for Health, 
(2012) John Diamond’s Behavioral Kinesiology, (2012, 
1979) Roger Callahan’s Thought Field Therapy, (2012) Gary 
Craig’s Emotional Freedom Techniques, (2012) and Fred 
Gallo and Harry Vinoenzi’s Energy Tapping, (2008) among 
many others now established in the field ofC.A.M.. 


Scientific Links Between 
AK and TCM/Meridian 
therapy 


Myofascia based acupuncture: 
the anatomy 
and movement of@i 


Myofascia includes all the muscles as well as the thin 
connective tissue called fascia that covers the organs and 
tissues in the body and is found from the head to the feet 
and around the brain and other organs; it's found over the 
entire body. It basically connects the total body underneath 
theskin like a fascia bodysuit or wetsuit and when injury or 
bad habits affects this system many dysfunctions can occur 
within the structure as a whole, and to muscle physiology 
especially. These interconnections in the myofascial system 
extend to thecellular level. Oschman (1987) states “Cellular 
biologists have discovered that each cell in the body has its 
own myofascial system, consisting of asomewhatstiffened 
skeleton made of tubules interconnected with a fibrous 
ground substance, some parts of which are contractile.” 
Ground substance is the matrix in which thecellsand fibers 
of myofascial tissue, as well as all the other cells of the body, 
are embedded. (Pischinger, 2007) 

This section explores a new understanding of the 
primary role that the body’s myofascial system plays in the 
distribution of Qi throughout the body and acupuncture 
meridians. The better we understand the realities of TCM 
within thestructure of our knowledge in the West, themore 
we can use TCM and contributeto it. All forms of healing — 
chiropractic, osteopathy, bodywork, surgery, acupuncture 
and more — are mediated through the myofascial tissues. 
(Paoletti, 2006; Goodheart, 1998-1964) Travell and 
Simons (1999) have linked myofascial distortions on the 
surface of the body to a great number of autonomic and 
visoeral dysfunctions that are resolved when the myofascial 
impairment is corrected. 

The human body retainsa perfectly human appearance 
even whenall of the body’ssystemsare removed besides the 
myofascia. The same is true if one retains only thevascular 
or nervoussystem, asthemyofascia providesthesupportive 
andguidingstructures for both of thesesystems. Thisshows 
us onceagain the interdependence of the myofascialsystem 
with the rest of the human body and how it is impossible to 
dissociate them. 

Until we learn to move in waysthat don’tcause habitual 
restrictions in our myofascial tissues, we cannot move 
efficiently and therefore cannot run, dance or compete 
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Historical Caveat: 


Dr. John Francis Thie 
Founder of Touch for Health 


Dr. Goodheart spoke and honored his former student Dr. Goodheart and Thie lecturing (to chiropractors 
Dr. Thie (left) at the last Touch for Health seminar only) in 1975 

(2005) that Dr. Thie could attend before his untimely 

passing. (the 30th anniversary of Touch for Health’s 

founding) 


In 1970, Dr. John Thie (the first chairman of the ICAKUSA,) wanted the first-aid elements of applied kinesiology to 
beavailable for thegeneral public, while Dr. Goodheart wanted to continue teaching and developing Applied Kinesiology 
for professionals licensed to diagnoseand treat patients. Wedding AK with his own populist sentiments, Dr. Thie believed 
that many of the reflex balancing procedures of AK could be taughtasa method of self-care for all people. Dr. Goodheart 
challenged Dr. Thie to write abook on AK for the public. This policy of teaching full-scope applied kinesiology only to 
physicians, and the various lay-systems derived from applied kinesiology operating in parallel in their respective fields, 
remains to this day. 

Dr. Thie's books on “Touch for Health” (the reflex and self-help methods of AK) have sold in exoess of 500,000 
copies. “No chiropractor has ever developed a patient education program that has had the influence that Touch for 
Health has.” (McDowall, 2005) Touch for Health caught the attention of many laymen and other health professionals in 
several disciplines, and spawned national and international workshops and certification programs. It hasspreadsome of 
the AK methods (particularly the TCM, reflex, and emotional methodologies) to “hundreds of thousandgs, if not millions 
of people around the globe.” (Keating, 2005) 

“John Thie’s vision was to develop a lay person support group like other professions had done (American Diabetes 
Association, American Cancer Association, Arthritis Foundation, andsoon) with the ICAK doctors providing leadership 
and guidance about natural health methods and the lay part of thegroup supporting theseefforts and spreading the word 
to other lay people and potential patients as other professions have so sucosssfully done.” (Schmitt, 2010) 

“John Thie had the most efficient AK office in the world. (McDowall, 2005) Touch for Health had developed out 
of his desire to make AK skills more efficient. He saw the reflex balancing of AK simple enough to educate his massage 
therapists into Kinesiotherapists. He would have 3-4 of them at a time in his large adjusting room doing the basic 
muscle balance on the patientsand informing him of the muscles that wouldn’t balance. He would then do his work and 
complete the treatment. At the same time the chairs around the 7-8 adjusting tables would be full of patients waiting 
their turn. He would schedule a group of 10 patients every 30 minutes to arrive at the same time. They had the choice 
of watching each other getting their adjustment and balance or waiting for him in his private office. He catered to all 
needs.” (McDowall, 2005) 

The importance of TCM has been shown to countless people in the West using the Touch for Health methods (based 
on the bridge provided by the MMT and the early AK treatment techniques of Goodheart). 
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comfortably or elegantly. Proper manipulative treatment to 
release disturbances in the myofascia will open up many 
avenues of movement in martial arts practice. Martial arts, 
tai chi, and Qigong instructors explain this as structure 
and function in action, a Yin and Yangenergy system, with 
Qi flowing through this myofascial matrix of the body. 
The West explains it more simply as healthy myofascial/ 
biomechanical interactions. (Finando & Finando, 2011) 
One of the best known Taoist masters teaching martialarts 
today, Mantak Chia, describing his IronShirt Qigongstates: 


“The fascia is extremely important in 
Iron Shirt. This tissue is the most pervasive 
in the body and is currently believed to be 
the means whereby Qi is distributed along 
acupuncture routes. Researchers in France 
have discovered that the least resistance to 
the flow of Qi occurs between the fascia and 
that when these routes have been charted 
they have been found to correspond to the 
classical acupuncture channels.” 


Qigong is an important healing method in modern 
China and came to occupy a critical place in modern 
Chinese therapeutics, especially after Deng Xiaoping's rise 
to power in the 1980s. Basically, Qigong involves the 
cultivation of a “mindful body” or an “embodied mind” in 
order to improve movement, and the quality and quantity 
of Qi within a person. It is thought that Qi can beprecisely 
manipulated by using meditation, exercise, visualization 
based on traditional Chinese physiology, breathing and 
intention. (Kaptchuk, 2000) 

Other researchers have confirmed the close parallels 
between myofascial planes in the body and traditional 
acupuncture meridian channels. (Stecco, 2004) Langevin 
and Yandow (2002) found a strong correlation between 
acupuncturepointsandinter- orintra-muscularsepta, along 
myofascial planes. In their study, traditional acupuncture 
points were marked in the upper arm post-mortem. They 
then examined whether or not these points corresponded 
to connective tissue planes by examining ultrasonic cross 
sections. In the acupuncture points under scrutiny, over 
80% corresponded to intra- or inter-muscular myofascial 
tissue planes. 

Finando and Finando (2011) suggest that the 
mechanism of acupuncture stimulation is anatomical and 
related to myofascial continuities in the body. The places 
where the maximum stimulation of the myofascia may 
occur are the most effective areasand points for treatment 
in TCM in their view. Pischinger (2007) and Larson, 
(1990) have previously suggested that myofascia is the basis 
ofthe multiple and varied effects of acupuncture treatment. 
Oschman, in Pischinger (2007) states “acupuncture 
meridians are the main channels of the connective tissue 
matrix”. (pg. xiii) The invisible and difficult to measure 
Qi, the source of energy and information in TCM for 
the organism, may consist of bioelectric, biomechanical, 
biochemical, and biomagnetic signals moving through 
myofascial layers, collagen fibers, ground substance, and 
associated layers of water molecules. 


AK and Traditional Chinese 


Comparison of 
posterior myofascial 
chain and course of 
bladder meridian 


- 191 - 


Myofascial tissue has the ability to generate and 
transmit electrical energy due to the way that the fibers 
and fiber bundles are arranged in parallel arrays. This 
gives the myofascial tissue a measure of crystallinity. The 
organic crystals of the myofascial system are composed 
of thin, long, flexible filaments which result in flexible 
erystals. Piezoelectricity is transmitted in this way, whichis 
electricity resulting from pressure upon crystals. (Bassett, 
1968) Bassett notes that voluntary and involuntary 
contraction of the muscles of the body (particularly of the 
antigravity muscles), and continuous cell motionsproduce 
the compression necessary for the body to produce 
electricity and electric fields. The possibility that electrical 
signalsand charge could begenerated by mechanical forces 
that may be propagated through the extracellular matrix 
was first proposed by Szent-Gyorgyi. (1941) 


Biomechanical 


Accessible factors influencing meridian 
channels and Qi 


Robert Fulford, D.O., also theorized on the importance 
of myofascial tone and the movement of energy through 
the body, based on the findings of Robert Becker and the 
pPiezoelectric character of tissue. 


“When a trauma, physical or emotional, 
takes place in the tissues or bone, a current of 
injury is created. This results in a depressed 
area in the tissue. The depression is known 
as asink. The sink creates a blockage in the 
normal flow of the piezoelectric current.” [In 
acupuncture, it should be remembered that 
the term acupoint is a poor translation from 
the Chinese. The definition of a point in 
mathematics is “a dimensionless geometric 
object having location but no property.” The 
better meaning of the Chinese ideograph for 
acupuncture point is “cavern” or “hole”, 
indicating that these points are not simply 
invisible dots placed along channels in the 
body but are actual openings into the energy 
system.] “It took a force of energy to create 
the trauma and blockage. In order to correct 
the blockage to the normal flow, it will require 
aquantum ofenergy ofthesame frequency as 
the current of injury, but will needa quantum 
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ofenergy of greater intensity than the current 
of injury to release the sink. We have found 
that the percussion vibrator is the instrument 
of choice.” (Comeaux, 2002) 


In North Korea during the early 1960s Kim Bonghan, 
PhD discovered what is now thought to be an extension 
of the basic meridian system. An article in the Journal of 
Acupuncture Meridian Studies helps explain the discovery 
of what are now called Bonghan channels. Bonghan 
channels are threadlike structures found on the surface 
of organs that are characterized by bundles of ducts that 
spread across the organ in a web-like manner. These 
physiological structures may correlate to the acupuncture 
meridian pathways used by acupuncturists. (Lee & Soh, 
2009; Shin et al., 2005) Bonghan channels may serve in the 
transmission to organs of granules that appear to contain 
DNA. The article, although technical, explains in detail 
several theories about the anatomical structures and how 
they may be an extension of what has been described by 
acupuncturists. Now, with the help of the Department of 
Physics at Seoul National University, an explanation for 
this 50-yearambiguity may come to light (Bonghan, 2009; 
Dorsher, 2009). 

In the late 1970's, Robert Becker, MD, an orthopedic 
surgeon, wrote Body Electric and Cross Currents (Becker, 
1985). He and associates similarly identified lowered 
resistance values for over 50% of acupoints along the Large 
Intestine meridian. Becker suggested that the acupoints 
acted as amplifiers of a semi conducting Direct Current 
travelingalong the perineural cellswhich wraparoundeach 
and every nerve in the body. The web-like structure of the 
myofasciaand Bonghan channels may transport this Direct 
Current as well. This DC system became more negative as 
it traveled to theends of fingersand toesand more positive 
as it returned to the trunk and head (i.e. Yin -Yang flow). 

Beckers experiments and theorizing could be 
regarded as a continuation of the similar work of Harold 
Saxton Burr. Becker thought, like Burr, that some sort of 
field encompassed the body, governing and stimulating 
regeneration. He found that an electrostatic field, positive 
away from the limb stump, could enable regeneration of a 
frog limb. 

Beckerascribed regeneration capability to theexistenoe 
of a nucleus in the salamander’s erythrocyte. (The mature 
erythrocytes of frogs and higher animals lacked anucleus.) 
Erythrocytes with nuclei seemed to have the capability 
required for later differentiating into the various cell types 
needed in the growth area. Becker described these studies 
in his 1985 book The Body Electric, and also (condensed 
and compared with other similar electroenergetic fields) in 
the first part of his follow up book Cross Currents. (1990) 

Becker's newest and most efficient regeneration 
technique is based on iontophoresis: silver ions are pulled 
into a lesion area by means of a positive silver electrode 
placed upon the wound. This would create a regeneration- 
inducing blastema in human tissues that would otherwise 
have atrophied. Becker patented this procedure in 1998. 

It was known that the skin acted as a battery (outside 
of skin is negative and inside positive) and Becker found 
the acupuncture point more positive than thesurrounding 
skin and the insertion of a needle would short circuit this 
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battery and generate a current of injury lasting for several 
days. It was found that further electrical activity occurred 
because of: 


(1) lonic reactivity between the metal needleand 
body fluids 


(2) Low frequency pulses of electricity from 
twirling the needle. 
The investigations by Becker and associates found 
this generated electrical energy would flow along this DC 


system tothebrainand would beanalogousto theQi energy 
described by classical acupuncture (Tennant, 2011). 


Advantages of myofascial 
hypothesis 


An advantage of conceiving the myofascial system 
as a complex communication network that transmits Qi 
throughout the body is that the myofascia is regarded as a 
“metasystem”, connecting and influencing all other systems 
inthe body. (Finando &Finando, 2011; Paoletti, 2006) The 
fact that the myofascial system may provide theanatomical 
basis of this metasystem in the treatment of imbalances of 
Qi isan importantaddition to TCM physiology. (Langevin, 
2002; Larson, 1990) Understanding that the superficial 
surface of the human body is an outward reflection of Qi 
and the internal physiological situation may result in an 
improved capacity to know theentire pattern the patient is 
experiencing. Once it is recognized that thestructure of the 
body and the function of the myofascial system influences 
and is influenced by the channel flow of Qi, one realizes 
thattheMMT can reveal more information than previously 
supposed. The expanding construct validityand usefulness 
of the MMT (reviewed in chapter 4 and throughout this 
text) encompasses this growing understanding that 
meridian flow and muscular function correlate. 

For this reason it may be useful for acupuncturists to 
learn AK, at leastthe MMT portion of thisscience. It would 
be beneficial for them to be comfortable and competent to 
work broadly with the assessment of myofascial tissue tone 
and strength throughout the body as such work will speed 
up and improve the healing process. This added diagnostic 
dimension would not abandon the acupuncture model; 
instead, it would involve working more efficiently and 
completely with it. 

The myofascia also offers another physiological 
possibility for explaining the clinical phenomena and 
effects of acupuncture treatment. (Finando & Finando, 
2011) As in the meridian theories of TCM, the myofascia 
is a connection between the surface and the viscera of the 
body. By treating the myofascia with precisely organized 
stimulations (the determination of which of the 365 
traditional acupuncture points in the body to treat, 
significantly expedited by AK’s TL system), (Moncayo 
& Moncayo, 2009; Walther, 2000; Shinnick, 1996; 
Goodheart, 1975, 1966) the myofascia provides a means 
for diagnosing and treating countless forms of human 
physiopathology through the treatment of the surface; like 
Qi, the myofascia is an organ that immediately responds 
to stimulation. (Paoletti, 2006) As with TCM, it has been 
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shown that the effectiveness of myofascial therapy is linked 
to accurately localizing dysfunctions of the myofascia and 
using an appropriate treatment to improve its function and 
activity. 

These myofascial impairments and restrictions have 
been elegantly described and illustrated by Tom Myers 
in his book, Anatomy Trains (Myers, 2009). “Myofascial 
meridians” is a term used to explain these myofascial 
connectivities throughout the body, and it is possible that 
Qi flows along these channels of myofascia as well. Myers’ 
efficient bodywork system is recommended for further 
reading. 

Nagahama (1956) and Motoyama (1988), well-known 
researchers in Japan, independently conclude from their 
own research and other contemporary TCM scientists 
that the meridian system lies in the myofascial tissues and 
specifically in the superficial myofascia. Nagahama has 
suggested that the terms “connective tissue therapy” be 
used to describe acupuncture. 


Some of the principal ideas of acupuncture can now be 
conceived as the stimulation of an extraordinary sensory 
and motor organ, the myofascia, along pathways that have 
strong relationships to movementand theaction of muscles 
(duplicated in precise manual muscle testing), and these 
provideefficientpathwaysto deeperaspectsofthemyofascia 
and the viscera. These modern ideas of contemporary 
acupuncture mirror AK ideas concerning myofascial 
tissue as the medium for internal pathophysiologies which 
manifests themselves in the surface tissues of the body. 


The importance of muscular function and TCM isseen 
in theworkof Dr. Yoshio Manaka, whonotestherelationship 
between Mu or Alarm Pointsand the function ofthemuscle 
in which the points are embedded. (Matsumoto & Birch, 
1988) Alarm points are hypothesized to reflect the status of 
organs and meridians. Yet Manaka notes that often when a 
patient is Iying down, the alarm points are not active, even 
when there is a problem in the related organ or meridian. 
However when the meridian or related myofascialchannel 
is stretched by flexing, extending or rotating the hand or 
the foot, the point immediately becomes active. Larson 
(1990) suggests “by moving the wrists and ankles in 
certain ways, the stretched fasciae achieve level of tension 
and, therefore, a heightened conductivity. This, in turn, 
establishes a tension at the Mu point which makes it more 
reactive on palpation.” 

Manaka explains this in the TCM context: a patient 
with asymptomatic small intestine (diagnosed bysymptom 
history and palpation of related acupuncture points), 
showed no soreness at CV-4 (the Mu or Alarm Point for 
the small intestine). However when the small intestine 
meridian was stretched (crossing the stomach and small 
intestine), CV-4 became reactive and tender. Matsumoto 
& Burch conclude “...Mu points are points of specific 
attachment of the fasciae through which the meridians 
run.” 

This is the kind of sensorimotor challenge that is 
employed in most clinical encounters in the AK practice. 
(See chapter 3) The MMT is conducted in the positions 
and under the circumstances — environmentally, physically, 
chemically, emotionally — wherein the patient experiences 
their problems. 
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It is said that in order to hide something adequately, 
you must put it in plain sight. What could be more in 
plain sight than the myofascial system, hidden beneath 
the skinvelope? For thousands of years the many secrets of 
the meridian system have been hidden in the myofascial 
envelope of the human body. 


Neural theories of acupuncture: 
additional links between 
AK and TCM 


Acupuncture not only garners the attention of the 
world as a vitalistic philosophy of health but also in terms 
of pain and pain control. It has been shown repeatediythat 
acupuncture is effective in treating pain; it works 70% to 
85% of the time, far greater than the placebo, which only 
has about 30% efficiency (Cherkin et al., 2009; Kaptchuk, 
2000; Stux & Pomeranz, 1987; O’Connor & Bensky,; 1981) 
This compares favorably to the effects of potent drugs in 
treating chronic pain (morphine helps in 70% of these 
cases). (Beecher, 1955) 


A problem with attributing all of acupuncture's effects 
to the placebo (which is based on a “suggestive way” orthe 
fact that one just wants to believe that it works), was the 
fact that veterinarians in China have used acupuncture 
successfully to treat animals for years. (Goldman et al., 
2010; Lao et al.,, 2003; Tatewaki et al., 2003; Stener- 
Victorin et al., 2000; Needham, 1956) One of the earliest 
records of veterinary acupuncture wassome 3000 years ago 
in India for the treatment of elephants; however, the father 
of veterinary acupuncture generally is considered to be 
Shun Yang (480 BCE) from China. 


Dr. Bruce Pomeranz, working at the University 
of Toronto, has offered detailed summaries of modern 
research into the potential mechanisms of acupuncture. 
(Stux & Pomeranz, 1987) By activating small myelinated 
nerve fibers, acupuncture applications send impulses to the 
spinal cord, midbrain and pituitary-hypothalamus in the 
diencephalon. 


Pomeranzetal. also discovered a relationship between 
TCM and the naturally occurring chemicals in the body 
known as endorphins. (Stux & Pomeranz, 1987) By 
binding to the opiate receptors that are found throughout 
the nervous system, endorphins are able to stop pain. The 
hypothalamus-pituitary releases Beta-endorphins into 
the blood and cerebrospinal fluid to create an analgesic 
effect by causing incoming pain signals from reaching the 
brain. Pomeranz discovered that pre-treating rats with 
naloxone -- a drug known to block the healingendorphins 
-- could not achieve pain relief using acupuncture. This 
finding suggested that endorphin release caused by 
acupuncturestimulus wasan important mechanism behind 
acupuncture’s pain relieving effects. (Stux & Pomeranz, 
1987) This relationship between acupuncture analgesia and 
the endorphin system “caused a great deal of excitement 
in the field of the scientific investigation of acupuncture.” 
(Kaptchuk, 2000) 
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Dr. Anthony Rosner (ICAKUSA research director) 
describes a reoent investigation conducted at the 
University of Rochester Medical Center, the Boston 
University School of Medicine, and the National 
Institutes of Health. (Goldman et al., 2010) 

“Usinga mouse model, the authors were able 
to describe in some detail the biological basis of 
acupuncture, identifying a single molecule and its 
receptor on the surface of the neuron and explaining 
why acupuncture needs to be applied in close proximity 
to the locus of pain. Because applied kinesiologyfocuses 
upon nerve activity and transmission as it relates to 
muscle function, this investigation is highly relevant to 
that field of healthcare as well. 

Collecting samples of interstitial fluid through a 
microdialysis tube implanted in the tibialis anterior 
muscle/subcutis [near the knee] of adult mice, the 
investigators measured concentrations of adenosine by 
high-performanceliquidchromatographybefore, during, 
and after acupuncture. When acupuncture was applied 
by gentle manual rotation of the acupuncture needle 
every 5 minutes during a 30-minute period, it increased 
the extracellular concentration of adenosine by 24-fold. 
To test whether adenosine is a critical component of the 
anti-nociceptive effects of acupuncture, the authorsfirst 
induced both thermal and mechanical hypersensitivity 
via an inflammatory mechanism by injecting an irritant 
into the right paw. By administering a selective booster 
of adenosine receptor activity [the A1 receptor agonist 
2-chloro-N(6)-cyclopentyladenosine], the authors were 
able to nearly abolish thermal sensitivity and sharply 
reduced mechanical irritability as well. 

If this agent was administered to mice whichlacked 
the adenosine receptor A1 [a genetic knockout strain], 
no such reductions of either thermal or mechanical 
sensitivity could be obtained. Thus, theanti-nociceptive 
effects of the agonist required the expression of the 
adenosine A1 receptor. 

A second means of inducing pain wasaccomplished 
via a neuropathic route by inducing injury to the sciatic 
nerve, in which pain peaked 5-7 days after ligation of the 
nerve. Once again, injection of the A1 receptor agonist 
was able to suppress both thermal and mechanical 
hypersensitivity—just as it had with the suppression 
of inflammatory pain as described above. In both 
the inflammatory and neuropathic mechanisms of 
pain induction, the A1 receptor agonist did not alter 
sensitivity to painful stimulation in the leg opposite to 
that in which the pain was originally induced. 

Measuring the activity of the ascending nerve 
tracks yielded further information on the mechanism of 
action of the A1 receptor agonist. A specific region of 
the brain—the left anterior cingulated cortex [ACC]— 
which is important for the perception of pain wasfound 
to respond to the A1 receptor agonist only if it was 
injected in the same foot receiving the painful stimuli. 
Again, the conclusion was that the receptor A1 agonist 
acted locally rather than through a central mechanism. 

Finally, acupuncture itself applied to animals with 
either inflammatory or neuropathic pain reduced both 
the thermal and mechanical hypersensitivity, just ashad 
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been seen with injections of the A1 receptor agonist. 
The A1 receptor was again shown to be required for the 
acupuncture to reduce pain, because genetic knockout 
strains of mice which lacked the A1 receptor wereshown 
to be unresponsive to acupuncture. Finally—just as had 
been seen with the A1 receptor injection-the ACC region 
of the brain responded to acupuncture only if it was 
applied to the same foot receiving the painfulstimuli. 

To further establish the significance of adenosine as 
a key component of the pain reduction brought about 
by acupuncture, the authors prolonged the analgesic 
effects of acupuncture by inhibiting the enzymes [AMP 
deaminase and adenosine deaminase] responsible for 
the breakdown of adenosine, thereby increasing the 
accumulation of adenosine. The effect of this was to 
lengthen the period of both the thermal and mechanical 
pain sensitivity reduction achieved by acupuncture 
from 1-1.5 hr to 3-3.5 hr in mice suffering from either 
inflammatory or neuropathic pain. The effect was again 
local, because applying the enzyme inhibitors to the leg 
opposite to that at which the pain was induced had no 
effect. 

Theupshotofthisseriesofexperimentsdemonstrates 
that a single molecule [adenosine] and its A1 receptor 
can mimic the effects of acupuncture in multiple 
dimensions in an animal model. Such is to identify key 
components which are involved in neurotransmission 
and in the reduction of pain, as well as at least one form 
of acupuncture itself. Regarding applied kinesiology, 
this investigation sheds important light upon a possible 
mechanism of nerve transmission which occupies a 
central role in manual muscle testing.” 


There are presently well over 100 different 
neurotransmitters and neuroendocrine substances in the 
body, (Purves et al.,, 2001) of which the endorphins 
constitute only one class. (Rubik, 1995) Hence, there is 
much work to be done in testing and researching these 
chemicalsandtheir possible responsivenesstoacupuncture. 

Responses to acupuncture include changes in blood 
or cerebrospinal fluid levels of endorphins, encephalin, 
or stress-related hormones such as ACTH. Much of the 
neurological research done by Pomeranz and colleagues 
(Pomeranz, 1996) brought acupuncture methodologies 
and outcome studies closer to the scientific world. Melzack 
considers acupuncture to be a form of gate-controlled 
analgesia, wheretheacupuncture pain relief isthoughtto be 
due to thephenomenon of pain inhibition bystimulation of 
large nerve fibers. (Walther, 2000; Wall & Melzack, 1984) 
Pomeranz was interested in the effects of electrical 
stimulation as well as the manipulation of acupuncture 
needles and discovered there was the difference between 
high frequency, low intensity vs. low frequency, high 
intensity applications. Acupuncture pain relief may be 
produced by stimulation of high-threshold, small-diameter 
nerves in the muscles that send messages to the spinal cord 
and then two other centers — the brainstem (particularly 
periaqueductal gray), and hypothalamic (arcuate) neurons 
- in order to stimulate endogenous opioid mechanisms. 

The low frequency, high intensity sensory stimulation 
produced an analgesic effect which was slower at the onset 
but longer in duration as well as having cumulativeeffects. 
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Therefore, repeated treatments produce more and more 
benefits for human patients, (Pomeranz, 1996; Martelete 
& Fiori, 1985; Price & Rafii, 1884) or laboratory animals. 
(Pomeranz & Warma, 1988) 


The Nervous System & Qi 


Pain researchers Wall and Melzack, (1984) as well as 
Simons et al. (1999), note the high correspondence (about 
80%) between the location of acupuncture points and 
activeand latentmyofascial trigger points (MTrPs). Though 
discovered independentlyand labeled differently, in relation 
to pain control they represent the same phenomenon. 
However all active and latent MT'rPs are tender, though 
not all acupuncture points are tender. Tender and clinically 
relevant acupuncture points are called Ah-Shi points. In 
Chinese, Ah-Shimeans Oh Yes! (That'sthespot!). Allpoints 
thatarisespontaneously are called Ah-Shi points and many 
of these points do notappear on the meridian maps. Baldry 
(1993) et al. claim differences in their structural makeup 
noting that acupuncture points are located in the skin 
and subcutaneous tissues while trigger points are usually 
located in the intramuscular tissues. Baldry also notes that 
acupuncturepointstransmitby A-deltaafferent innervation 
(sensitive to sharply pointed stimuli or heat), while MTrPs 
predominately use C-afferent innervation (sensitive to 
chemical, mechanical or thermal stimulus). Which route 
of reflex stimulation is producing a therapeutic effect and 
whether other mechanismsall work together is still open to 
debate. This debate can be widened ifoneconsiders the vast 
arrayofotherreflexinfluencesuponbodyfunction, including 
endorphin release, neurolymphatic and neurovascular 
reflexes, cranial stress receptors, and numerous other reflex 
phenomena presented in the research literature. (Walther, 
2000; Goodheart, 1998-1964; Chaitow, 1987; Mann, 1987; 
Martin, 1983; Owens, 1937) 

In acupuncture, the treatment point for a meridian 
imbalance is frequentiy found on the opposite side, and 
even the opposite end of the body from that of the diseased 
organ or areaofsymptoms. In anumber of research studies 
one of these distant and contralateral treatment sites can 
have an effect in one or two seconds. (Kaptchuk, 2000; 
Stux & Pomeranz, 1987; O’Connor & Bensky, 1981) This 
speed of conduction excludes the blood and Iymphatic 
systerns (at least in this type of response) and leaves the 
nervous system as the primary mechanism of TCM.Lietal 
(2004) demonstrated that the density of afferent peripheral 
nerve endings in the skin and the muscles is much greater 
at acupuncture points. Li et al postulate that acupuncture 
points may actually be areas of high-density nerve endings 
and receptive fields. The neural theories of TCM - and the 
relationship of TCM with the sensorimotor system -- once 
again suggest themselves. 

Pomeranz presents Dung’s (1984) review of the 
anatomy of acupuncture points. Ten structures are found 
in the vicinity of acupoints: 


1. Large peripheral nerves. The larger the nervethe 
better. 


2.  Nervesemerging from a deepto amore 
superficial location. 
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Cutaneous nerves emerging from deep fascia. 
Nerves emerging from bone foramina. 
Motor points of neuromuscular attachments. 


au »$r ww 


Blood vessels in the vicinity ofneuromuscular 
attachments. 


7.  Alonganerve which is composed of fibersof 
varying sizes. 


8.  Bifurcation points of peripheral nerves 


9.  Ligaments (muscle tendons, joint capsules, fascial 
sheets, collateral ligaments), as they are rich in 
nerve endings. 


10. Suture lines of the skull. 


It isobvious thatthe most importantanatomical reality 
in or near acupoints are nerves. The immediate acupoint 
analgesia upon stimulation of these channels, areas and 
pointsstrongly suggests thata neural theory ofacupuncture 
is important. Pomeranz emphasizes it is important to 
achieve de gisensations during treatment, “theacupuncture 
maps are specific in the sense of helping us find type Il and 
III nerve fibers needed to obtain de qi” (the arrival of Qi). 
Hong (2000) agrees with this observation, saying “the best 
therapeutic effects obtained with either MTrP injection 
or acupuncture seems to be related to the production of 
LTR (local twitch response) or de gi.” “Acupuncture points 
probably also have a spinal relationship similar to that of 
the MTıP. | believe that the mechanism of acupuncture 
in pain relief is similar to that of MTrP injection, and is 
probably related to the spinal cord mechanism.” 

Chaitow and DeLany (2008) quote Serizawa's 
“nerve reflex” theory underlying the presence of ‘active’ 
acupuncture points. 


“The nerve reflex theory holdsthat, when 
an abnormal condition occurs in an internal 
organ, alterations take place in the skin and 
mustcles related to that organ by means of the 
nervous system. These alterations occur as 
reflex actions. The nervoussystem, extending 
throughout the internal organs, like the skin, 
the subcutaneous tissues, and the muscles, 
constantly transmits information about the 
physical condition to the spinal cord and the 
brain. These information impulses, which are 
centripetal in nature, set up a reflex action 
that causessymptoms of the internal organic 
disorder to manifest themselves in thesurface 
areas of the body. ...The intimate relation 
between internal organs and external ones 
hasa reverseeffect as well; that is, stimulation 
of the skin and muscles affects the condition 
of the internal organs and tissues.” (Serizawa, 
1980) 


The conceptual link between acupuncture effects and 
the nervoussystem, and particularly the AK understanding 
of the myofascia's relevance in the diagnosis and treatment 
of pathophysiologies of many types, is clearly evident. 
The discussion of somatovisoeral/musculovisoeral and 
viscerosomatic reflexes presented in chapter on Muscle- 
Organ-Gland relationships is relevant here. 
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Functional magnetic resonanoe imaging (fMRI) has 
also showed that stimulation to specific acupuncture points 
produces regionally specific, quantifiable effects on related 
neurological structures in the human brain. (Wu et al., 
2002) When Circulation Sex-6 wasstimulated (an acupoint 
important in the management of nausea, including 
vestibular-related motion sickness), fMRI showed that 
various regions of the cerebrum and cerebellum were 
stimulated, and clinical efficacy of CX-6 stimulation was 
mediated by the cerebellar vestibular neuromatrix. (Yoo 
et al., 2004) Cho et al. (1998) showed with fMRI that 
stimulating Bladder-67 (related to visual function) (Lade, 
1989) in the lateral portion of the foot activated a region 
of the occipital Iobe — associated with the interpretation of 
light entering the eye. 


BL-1 (above) and BL-67 (below) involvement may be 
identified and treated with AKMMT and TL 
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Case Report: AK and meridian system diagnosis for 
hearing and vision loss (BL-1 and BL-67) 


Goodheart (1982) was visited by an Italian nun 
who had lost both her hearing and her sight for about 
5 years. She had “gone through a whole gamut of tests 
and treatments in Italy in various hospitals, had several 
fasting cures, and acupuncture for 1.5 years. The 
acupuncture had in fact made her worse rather than 
better.” The patient visited Dr. Tasse in Quebec who, by 
the use of AK techniques, was able to help her regain 
her hearing but was unable to affect much of a change in 
her vision. She visited Dr. Goodheart with Dr. Tasse for 
3 days. Goodheart found that when the patient put her 
eyes into distortion, all ofthe original AKMMT findings 
returned, including positive MMT to the pulse points 
for the bladder and the kidney meridians. Because the 
bladder meridian problem recurred, Goodheart tapped 
BL-1 followed by BL-67 (the beginning and ending 
technique, now well established in AK). While tapping 
on BL-1, simultaneously correcting a respiratory cranial 
fault, the patient said “| am seeing flashes of light”, to 
which Goodheart replied that it was probably because 
he was touching her eye. But the patient told him that 
she was seeing light with the other eye. He continued to 
tapand unobtrusively turned on an otoscope and moved 
it from side to side. The patient said she still saw flashes 
but they seemed to be moving side to side. When the 
otoscope was moved up and down, she said that now 
the direction of the light perceived had changed to up 
and down. The next time she was seen, all of her vision 
hadslowly butsurely returned and maintained itselfever 
sinoe. 


Duffy (2004) has correlated disturbances in the 
bladder meridian with AK MMT findings, and Sprieser 
(2002) has shown the relationship between AK treatment 
to the bladder meridian and improved symptoms for 50 
patients with interstitial cystitis. 


Cutaneomotor and 
cutaneovisceral reflexes: 
Further AK and TCM links 


In alignment with AK principles, TCM is based on the 
fact that stimulating the skin has an effect on the internal 
organs, muscles, and associated parts of the body, in 
agreement with Hilton’s Law. This relatively simple reflex 
concept underlies the AK approach of therapy localization, 
and its therapeutic usefulness has been largely ignored 
in the West. Numerous experiments demonstrate the 
existence of these cutaneovisceral and cutaneomuscular 
reflexes, and were reviewed in Chapter 3. 

In a series of experiments Kuntz et al., (Kuntz et al., 
1940) stimulated the skin on the back of rabbits or rats 
and found changes in the duodenum or other parts of the 
intestinal tractcorresponding to thedermatomestimulated. 

Byemploying a quick freeze-drying technique, it was 
shown thatwhenacold beaker of icewasapplied to the back 
in the lower thoracic region, the arterioles in thesubserosa 
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and submucosa of the duodenum were constrictedand the 
capillary beds in the intestinal villi became ischemic. The 
vascular changes in the subserosa could also be observed in 
vivo photographically and by plethysmographic recording. 
Anearly AKstudyatthe Anglo-EuropeanChiropractic 
College also showed the relationships between stimulating 
various internal organs and changes in muscle function. 
(Carpenter et al., 1977) An importantstudyby Travell 
and Rinzler investigated 9 patients with angina pectoris 
or acute myocardial infarction. (Travell& Rinzler, 1946) 
They found that if the trigger areas on the front ofthechest 
were infiltrated with procaine or cooled with ethyl chloride, 
complete and prolonged relief of chest pain usually ensued. 
In the Kuntzeexperiment mentioned above using rats 
and rabbits, some were performed on animals with an 
intact nervous system under general anesthesia, while 
others were performed on animals where the spinal cord 
had been transected in the lower oervical region. There was 
no difference in the two types of experiment, suggesting 
that the cutaneovisceral reflex is mediated on a segmental 
and intersegmental spinal level and not influenced 
suprasegmentally (placebo or otherwise). 


Viscero-Cutaneous Reflex 


The cutaneovisceral reflexes described above (and in 
chapters 3 and 5) are of prime importance inacupuncture, 
for it is by these neurological reflexes that an acupuncture 
needle or stimulation placed in the correct part of theskin, 
subcutaneous tissue, fascia or muscle are able to effect the 
appropriate organ or diseased part of the body. 

The visoerocutaneous reflex is of importance (1) in 
diagnosis (alarm points particularly) and (2) in Iowering 
the threshold of stimulation required in treatment by 
acupuncture. In acupuncture asomewhat smallerstimulus 
is needed if the acupuncture needle is put directly into one 
of these tender or painful areas or into a meridian that 
crosses or is related in some other way to the tender area. 
Presumably facilitation is taking place. This facilitation is 
also a safeguard, for if the acupuncture needle is put in 
the wrong place it has little effect, as it is easier to affect a 
diseased or disease related area than a healthy one. (Mann, 
1987) 

It is often noticed clinically that a disease of an 
internal organ will produce in some part of the skin (not 
infrequentiy of the same dermatome) pain, tenderness, 
hyperesthesia, hypoesthesia, etc. (Goodheart, 1998-1964; 
Chaitow, 1987; Mann, 1987) 

The visoero-cutaneous reflex discussed here and the 
visoeromotor/musculovisoeral reflex are presumably the 
mechanism whereby diseases of internal organs produce 
pain or tenderness of certain acupuncture points, area of 
skin, muscle inhibition or spasm, etc. 


What is @i (Is it measurable?) 


It is difficult for us to understand how, thousands of 
years ago, the Chinese could have developed the meridian 
system. The system was developed on an empiric basis 
and used from as early as the late Stone Age, and also by 
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individuals who had higher sense perception. (Kaptchuk, 
2000) 

In the West concepts of physics have caused some 
researchers to identify Qi as energy. However in Chinese 
medical philosophy, Qi is a philosophical construct that is 
an attribute of all things in the universe, from rocks and 
rivers to animalsand patients. Unschuld (1983) states “The 
customary translation of Qi by some Western (and Asian) 
authors as ‘energy’ represents a basic misconception that 
is not supported by Chinese ancient sources.” O’Connor 
and Bensky (1981) state “Qi is an untranslatable word 
in the Chinese medical lexicon. It signifies a tendency, a 
movement, something on the order of energy.” 

Nonetheless, the electromagnetic correlation of the 
meridian system can be observed by many methods. In 
Japan in 1951 Yoshio Nakatani, MD, PhD demonstrated in 
specificorgandisease, anumberofacupuncturepointsalong 
an organ’sacupuncture meridian (located on the wristsand 
the ankles) had a markediy decreased electrical resistance 
compared with the surrounding skin. (e.g. kidney disease 
showed several of the kidney points had a lowered skin 
resistance). He found the resistance values for these points 
varied with the time of day, ambient temperature, activity 
and emotional state of the subject. The electrical resistance 
was then plotted on a graph to show the acupuncturist 
which meridians to treat. He named this technique 
Ryodoraku. Ryo meaning (good), do (electro conductive) 
raku (line denoting the level measured). This system is 
still used today in modern acupuncture practice. (Amaro, 
2002) The points of Akabane are measured with a similar 
type ofelectrical meter. These are the terminal points of the 
meridians on the fingers and toes. There are problems in 
evaluating the meridians by electrical resistance because 
of the variable of skin resistance. In order to determine 
readings thatareconsistentand reproducible, it is necessary 
to eliminate the factor of the dead upper layer ofepidermis, 
oil on the skin, etc. 

The electromagnetic characteristic of the meridians 
can also be seen by the effect of lead over acupuncture 
points. (Corneal & Dick, 1987; Goodheart, 1975; 
Hawkins, 1975) When there is a deficient amount of 
energy in the meridian, a particular muscle associated 
with that meridian may be weak on standard MMT. 
Placing an acupuncture needle or tapping with the fingers 
or using a teishin into the appropriate acupuncture point 
will immediately cause a strengthening of the previously 
weak muscle. It would seem that the stimulation from the 
needle or tapping is the causative factor in the muscle 
strengthening. This can be proven incorrect by leaving the 
needle in place and covering it with a small piece of lead; 
the muscle will immediately return to its previousiy weak 
state. Removal of the lead will again return strength to the 
muscle. The same experiment can be done by placing an 
Acu-Aid, which is asmall metallic sphere held in place by 
tape, over the acupuncture point. (Corneal & Dick, 1987; 
Goodheart, 1975; Hawkins, 1975) The Acu-Aid will give 
increased strength to the associated muscle, and the 
increased strength will be removed by covering the Acu- 
Aid with lead. 
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Acu-Aid over LI-4 initially improves TFL MMT. With lead 
placed over Acu-Aid, this improvement disappears. 


It appears that the needle and the Acu-Aid act as 
antennae for energy to be added to or subtracted from the 
meridian, as indicated by the over- or under-energy pattern 
present. This is further exemplified by the fact that the 
doctor can place his finger on the appropriate acupuncture 
point; immediatelya previousiy weak muscleaffectedbythe 
under amount of energy in that meridian will strengthen. 
However, it will again weaken if the doctor holds onto 
a water pipe or other grounded item. The grounding 
eliminates the antenna effect of the doctor adding energy 
to the acupuncture point. 


Other research into the 
energy of@i 


In 1978 Luciani produced Kirlian photographs of the 
LED (light emission diode) effect of acupoints along the 
Small Intestine meridian and the Large Intestine meridian 
(Krippner and Rubin, 1974). The existence of a meridian 
system was further established by French researcher 
Pierre de Vernejoul, who injected radioactive isotopes 
into acupoints of humans and tracked their movement 
with a special gamma-imaging camera. The isotopes 
traveled thirty centimeters along previousiy established 
acupuncture meridians within four to six minutes. 
Vernejoul then challenged his work by injecting isotopes 
into the blood vessels at random areas of the body rather 
than into known acupoints. The isotopes did not travel in 
thesame manner atall, further suggesting the meridians do 
indeed comprise a system of separate pathways within the 
body (Royal, 1991). 
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Western doctors and scientist tried at first to explain 
the technique by saying it was the “placebo effect”. This is 
the phenomenon in which 30% of people will be shown to 
be able to self-heal in experiments when given a sugar pill 
instead of the “real medicine”. However, this was shown to 
be a false belief because animals (who couldn’t respond to 
suggestion) also responded acupuncture analgesia 
procedures. (Kaptchuk, 1998; Zhang, 1977). 

Western scientists (French) developed a special tissue- 
staining technique that allowed them to identifymeridians 
in rabbits. Most scientists ignored this research until in 
the 1980s when two French researches repeated the Hans 
experiment zn radioactive tracers on human beings. 
(DeBary, 1999) They injected and then twirled (a needie 
technique used in acupuncture), radioactive technetium 
into the acupoints of patients and used nuclear scanning 
equipment to follow the flow of technetium. They also 
injected non-acupoints. At non-acupoints, the radioactive 
tracer diffused outward from the injection site into circular 
patterns. When the true acupoints were injected, the 
radioactive technetium followed the exact pathways as the 
acupuncture meridians in the ancient charts of the human 
body. They also found that when acupuncture needles 
were inserted into distant acupoints along the sametracer- 
labeled meridians and then twirled, achange was produced 
in the rate of flow of the technetium through the meridians. 
This research supported the ancient Chinese claim that the 
acupuncture needle stimulation affected the flow of Qi 
through the established meridian system (DeBary, 1999). 


Skeptics of TCM and 
chiropractic 


Ernst, as part of a general critique of the C.A.M. 
professions, (Rosner, 1999) has written about the risks of 
acupuncture. (Ernst & White, 1997)However MacPherson 
(1999) reviewed the original reports that were the basis of 
Ernst's critique, and shows that the attribution of injury to 
acupuncture is possible in only one of the five cases. The 
rest of the evidence reviewed by Ernst is seriously flawed. 
(Kaptchuk, 2000) Despite the broad evidence base for 
TCM, authors like Ernst repeat in dozens of repetitious 
skeptical critiques that “Numerous reviews have produced 
little convincing evidence that acupuncture is effective in 
reducing pain.” (Ernst et al., 2011) 

OnlyoneyearaftertheErnstcritiquementionedabove, 
the National Institutes of Health Consensus Development 
Panel on Acupuncture (JAMA, 1998) stated “there are 
other situations, such as addiction, stroke rehabilitation, 
headache, menstrual cramps, tennis elbow, fipromyalgia, 
myofascial pain, osteoarthritis, low-back pain, carpal 
tunnel syndrome, and asthma, in which acupuncture 
may be useful as an adjunct treatment or an acceptable 
alternative or be included ina comprehensive management 
program.” 

The NIH Consensus Panel also spoke toacupuncture’s 
ability to relieve pain: 

“Thereisclearevidencethatneedleacupuncture 

is efficacious for...various pain problems. There is 

evidenceforefficacy for postoperative dental pain. 

There are reasonable studies (although sometimes 

only single studies) showing relief of pain with 
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acupuncture on diverse pain conditions such as 
menstrual cramps, tennis elbow and fibromyalogia. 
This suggests that acupuncture may have a more 
general effect on pain.” 


This prestigious panel’s positive endorsement for the 
validity of acupuncture for at least some conditions has 
meant that acupuncture has made significant advances 
within the scientific community. 


Ernst has also consistently warred against the 
chiropractic profession with copious publications for 
at least the past 16 years. (Ernst, 2008, 2006, 1994) 
As in the 2011 review by Ernst cited above regarding 
acupuncture, Ernstetal.state about chiropractic: (2006) 

“Collectively these data do not demonstrate 
that spinal manipulation is an effective intervention 

for any condition. Given the possibility of adverse 

effects, this review does not suggest that spinal 

manipulation is a recommendable treatment.” 

(Italics ours) 

Fortunately, many of Ernst's assertions regarding 
spinal manipulation and chiropractic have been 
discredited in the past, (Bronfort et al., 2006; Rosner, 
1999) and in several instances found to be blatantly 
misleading. (Morley et al., 2001) They match what 
MacPherson suggested Ernst had done concerning 
acupuncture above. Ernst et als publication on 
chiropractic include repeated misuse of references, 
misleading statements, highly selective use of certain 
published papers, failure to refer to relevant literature, 
inaccurate reporting of the contents of published work, 
and errors in citation. Morley etal. (2001) raisedserious 
questions about the nature of Ernst's academic 
misconduct. 

In conclusion, the objections raised by skeptics to 
chiropractic and TCM are easily refuted. The 
overwhelming evidence supports the hypothesis that 
acupuncture and chiropractic are effective in the 


If this clinical debate continues even within the 
chiropractic profession itself, where several elements 
within the profession not acoepting AK principles as 
intended by the founder, then a method of bringing the 
clinical knowledge of the East and West together may be 
ignored for another fifty years. 

However as time goes on, the medical and scientific 
world of the West better understands the actions and 
principles of the East, and this understanding will begin to 
blend for the benefit of the health of all humankind. This 
chapter is our effort to help fellow practitioners appreciate 
the different interpretations of meridian energy and to 
have these professionals understand another anatomical/ 
structure-function aspect of CAM and the chiropractic 
profession most had not considered until this time. 


Acupuncture Needles 


There are many methods of stimulating the 
acupuncture points. Of course, the classic and mostwidely 
known method is that of acupuncture needles. Digital 
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pressure, teishin, moxibustion (heat), ultrasound, electrical, 
laser and vacuum are all forms of stimulation . Authorities 
in meridian therapy differ as to which form of stimulation 
is the best method. In AK meridian therapy, it is found that 
digital pressure is an effective method of stimulation and is 
preferred because of convenience. 


Contraindications in the use of acupuncture needles: 
Patients who absolutely hate needles 
Patients on any form of steroid medication 


Patients taking anticoagulants will bruise 
badly 


Patients will also be asked not to drink 
alcohol on the day of treatment 


Deep needling is contraindicated in 
patients with bleeding disorders ortaking 
anticoagulant drugs 


Systemic infection is very uncommon, 
acupuncture should probably be avoidedin 
patients with valvular heart defects 


Side-effects of needles: 
e Local bruising around site of needle 


e Tiredness after treatment, especially thefirst 
treatment — can feel light-headed 


e Indwelling ‘press’ needles, commonly used in 
treating addiction, should be used with care 
as they have been associated with infections 
such as perichondritis (Peters, 2002) 


Even the ancient Nei Jingexpressed conoern about the 
improper use of acupuncture needles. 

Despite all of this, serious adverse events from 
acupuncture needles are rare, even though it is one of the 
more invasive forms of complementary and alternative 
therapy. Acupuncture, then, seems to be relatively safe. 
However, needle pain, dizziness and discomfort are not 
unusual, and minor adverse effects, such as fainting, local 
skin infections and transitorily increased pain, although 
not uncommon are easily avoidable. (Reynolds & McKee, 
2008) More serious events (e.g. internal injuries to the 
pleura, kidney orspinalcord)are reported very occasionally 
and, although systemic infection is rare, can be extremely 
serious. A worldwide systematic review found a total of 395 
serious reported cases in 20 years, the most common being 
hepatitis. (Peters et al., 2002) 


TCM Effectiveness 


George Soulie de Mourant lists thousands of 
conditions that are responsive to acupuncture in his 
opus Chinese Acupuncture. (1994) Until 1973 most of 
the evidence for TCM was anecdotal, with an enormous 
collection of case histories from one quarter of the world’s 
population. An excellent summary of modern research 
conducted in China came from the Shanghai Institute, 
and was translated by O’Connor and Bensky. (O’Connor 
& Bensky, 1981) However at this time there have been 
hundreds of controlled clinical studies of TCM conducted 
in the West using the more exacting scientific standards 
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of EBM. Stux & Pomeranz (1989) give detailed reviews of 
over 200 studies in the West. Pomeranz suggests that “the 
neurological mechanisms of acupuncture analgesia” are 
rapidiy becoming apparent. Hopton & MacPherson, (2010) 
in systematic review ofacupuncturefor themostcommonly 
occurring forms of chronic pain (back, knee, and head) 
published between 2003 and 2008 found that forshort-term 
outcomes, acupunctureshowedsignificantsuperiority over 
sham treatment for back pain, knee pain, and headache. 
For longer-term outcomes (6 t012 months), acupuncture 
was significantly more effective for knee pain and tension- 
type headache but inconsistent for back pain (one positive 
and one inconclusive controlled clinical trial). In general, 
effect sizes (standardized mean differences) were found to 
be relatively small. Theaccumulating evidenoe from recent 
reviews suggests that acupuncture is more than a placebo 
for commonly occurring chronic pain conditions. 

Acupuncture is one of the most popular therapies 
amongst doctors and it has been subjected to more research 
than almost any other therapy. However, methodological 
quality in this area has gradually improved because there 
are many problems concerning TCM clinical trials. A 
recent review of almost 3000 trials concluded that the 
quality of trials of TCM must be improved urgently. (Sood 
et al., 2005) 


Case Report: AK and meridian system diagnosis 
for arterial hypertension 


“Amale patient, age40, camefor treatmentofarterial 
hypertension. (Garten, 2002) The pressure was 200/130 
without the drugs he usually used (Beta-blockers). The 
patient was treated by means of AK (mainly cranial 
faults, cervical problems, dural tension). Acupuncture 
findings were corrected. After the first treatment the 
pressure dropped to 170/110. Three days latertherewasa 
second AK treatment, which brought the pressure down 
to 160/105. There were no more acupuncture findings 
with AK diagnostic means. 

A Traditional Chinese syndrome diagnosis was 
then done and the patient was treated according to the 
pattern Kidney Yin Deficiency with Liver Fire Blazing 
Upward. The first treatment brought the pressure down 
to 150/100. There wasasubsequent drop down to 140/90 
without further treatment. A maintenance treatment 
with classical acupuncture was done, which stabilized 
the effect.” 


Case Report: AK and meridian system diagnosis 
relates ankle sprain to gallbladder attack 


An example of the muscle/meridian interaction 
applied to a health problem is as follows. Christy, who 
had been receiving maintenance health care in our clinic 
for several years, came in with severe abdominal pain. 
(SCC, case files) Examination revealed an obvious 
gallbladder attack, but the curious factor was that 
gallbladder problems — or for that matter, digestive 
problems of any type — were not characteristic of this 
individual. Sheoriginallycameto the officefor treatment 


of low back pain and decided to use a maintenance 
approach to health. She had experienced no major 
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health problems for several years. Upon questioning 
her regarding dietary indiscretions, etc., no positive 
response was elicited. The muscle associated with the 
gall bladder is the popliteus, asmall muscle behind the 
knee. It tested very weak, and examination procedures 
were begun to find which energy pattern, nerve 
involvement, etc., would cause it to strengthen. 
Stimulating the tonification point on the gall bladder 
meridian caused strength to return immediately to the 
popliteus muscle. 

Now comes the question: why was the gall bladder 
meridian deficient of energy? The sections of the body 
through which the gall bladder meridian runs were examined, 
and a small amount of swelling was noted on the outside of 
the ankle. Christy was asked about this, and she said, “Oh yes, 
Itwisted my ankle alittlewhen I was in yoga class doing tree 
pose.” The severe pain of the gall bladder attack was 
diminished within minutes after massaging the swollen area 
and utilizing very light manipulation to the ankle. This 
returned normal balance to the gall bladder meridian, and 
within a half an hour, pain in the abdominal area was totally 
gone. Christy’s original pain was severe enough that most 
people would have sought hospital emergency room 
treatment. The total understanding of the cause of the problem 
provided a direct method of giving her relief. 
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Case Report: AK and meridian system diagnosis of 
breathing stress and chest pain 

An example of the muscle/meridian interaction 
applied to a health problem is as follows. Bob, a 50-year 
old male, with no overweight problems was referred 
to our office (JLS) by his internist. He had been to 
the cardiologist and pneumonologist for extensive 
examination and testing for the shortness of breath he 
had been experiencing for several months. All medical 
tests were negative and his internist just couldn’t get him 
to take a medication without knowing what was wrong. 
Examination revealed obvious labored breathing and 
lung dysfunction. The curious factor was the lung, heart 
and chest were examined by three medical specialists 
and nothing out of the ordinary could be found. He 
had come to the Integrative Medicine Centre to seek an 
alternative answer to the problem. He was an extremely 
fit and healthy individual experiencing no health issues 
for the past five years. Upon questioning him regarding 
any musculoskeletal issues the week before he noticed 
his symptoms appear, he reported a strain of the right 
shoulder that kept him from lifting weights and working 
out on his regular schedule. The muscle associated with 
the lung is the deltoid, a large muscle of the shoulder. 
Permission was asked to do a battery of manual muscle 
teststo investigatethepossibilityofamuscleinvolvement 
with the lung and breathing issue. Upon AK testing of 
the right deltoid it was extremely weak. The left was 
strong and tested normal. 

Examination procedures were begun to find which 
energy pattern, nerve involvement, etc., would cause it 
to strengthen. The AK procedure was explained to him 
and again permission was asked to continue to use AK 
procedures to determine the outcome. He agreed, and 
within ten minutes of treatment, the muscle was restored 
to full strength. It was explained that this procedure 
might have to be repeated several times before it became 
a permanent correction since there may be other factors 
involved. 

It was stimulation of the tonification point on the 
lung meridian thatcausedstrength to return immediately 
to the deltoid muscle. 

Now comes the question: why wasthe lung meridian 
deficient ofstrengthandenergy? Thesectionsofthebody 
through which the lung meridian runs were examined, 
and asmall amount of swellingand pain upon palpation 
was noted at the deltoid. Bob was asked about this and 
he said, “ I waiteda few days and when the pain reduced 
| forgot all about the shoulder when the breathing and 
lung symptoms developed.” The shortness of breath 
was diminished within minutes after AK procedures 
were utilized with very light manipulation to the right 
shoulder. This returned normal balance to the lung 
meridian, and within ahalfan hour, pain and discomfort 
in the chest area was totally gone. Bob’s original pain 
was severe enough that he sought medical help from 
not only his family doctor, but several specialists aswell. 
Through the understanding of the meridian system and 
the muscle relationship, a total understanding of the 
cause of the problem provided a direct method ofrelief. 
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Lung reflexes 
measurable using 
AK and TCM methods 


The AK approach offers 
multiple options for 
specific conditions 


Summary 


During the founding of AK, Goodheart discovered that Chinese medicine theory and procedure proved to be 
an integral part of AK methodology. Our brief literature review indicates that even though it is not yet established in 
scientific theory, meridian energy seems to be accepted as such. The same conclusions are derived about the acupuncture 
channels althougn their principles are not yet set in stone. However based on outcome studies and the latest research in 
myofascial meridian therapy aswell as neurology, their modalitiesand neurophysiological principlesare provingto bemore 
scientifically acoepted each year by the Western scientific community. 

There is no doubt that AK has helped millions of patients around the globe due to the growth of the technique and its 
following. There is little doubt this evidence will be amassed to illustrate the firm scientific footing this technique is moving 
toward. Here it must be apparent that acupuncture and meridian therapy have been helping people with their ailments and 
pain for many thousands of years without scientific endorsement, as have several other healing arts and procedures. For 
some reason within the last several centuries’ science has taken the limelight from philosophy. Yet remember the energy of 
yin and yang... one can’t dominate very long without change, and the other must then move toward domination. 

Wein AK have a good beginning with the steadily growing research that has been presented in the last few decades. 
If the next decades of research are as copious, AK and TCM will be well established scientifically and even more blended 


together than they are today. 
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“The more scientific you become the more blinded you become 
to seeing only what you can already see.” 


- George J. Goodheart, Jr. 


“Tthas long been recognized that the only true way 
to evaluate the efficacy of a given discipline - suchas 
chiropractic, osteopathic or for that matter naturopathic 
care - is to conduct outcome studies. In these, the 
elements of treatment used to help the patient are not 
tested - only the intervention of the discipline. This 
allows greater opportunity for a non-linear dynamic 
interplay between patient and practitioner - which 
characterizes these manual therapies - to play out, 
rather than a linearized, artificial, dose-response 
assessment of individual techniques.” 


» Chaitow, 2008 


“From its founding the ICAK has understood that 
research will help insure its future in CAM healthcare and 
publishing its research helps protect the future of AK. For 

this reason the ICAK has published yearly collections of 
the research studies of its membership. This now amounts 
to a very large compendium of clinical trials and outcome 
studies documenting the links between AK manual muscle 
testing methods and human health and disease.” 


» Rosner, ICAKUSA Research Director, 2012 
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CHAPTER ELEVEN 
Applied Kinesiology and Evidence-Based Medicine 


r Ihe essenoe of applied kinesiology 
is that it approaches the patient 


from a broader perspective than that taken 


1 


well asstructural are to be managed by practitioners. In terms 


by conventional healthcare interventions. 
Specifically, the AK Triad of Health clearly 


indicates that the mentaland chemical aspects as 


of traditional paradigms of evidence-based medicine (EBM), 
this presentsa major challengein presenting analmost infinite 
array of parameters to attempt to manage in the traditionally 
highest echelon of experimental clinical evidence, which is 
the randomized controlled trial (RCT)). Yetthe very breadth 
of AK’s approach, more closely resembling the actual patient 
inaliving context, emphasizes the limitations ofthe RCT and 


invites discussions of alternative types of evidence—to say 


1 


nothing of revisiting the concept of EBM itself. 
“Evidence-based medicine” (EBM) was 
introduced as a term to denote the application 
of treatment that has been proven and tested 
“in a rigorous manner to the point of its 
becoming 'state of the art.” (Gupta, 2000) Its intention has 
been to ensure that the information upon which doctors and 
patients make their choices is of the highest possible standard. 
(Coulter, 1999) To reach a clinical decision based upon the 
soundest scientific principles, EBM proposesfive steps for the 
clinician to follow asshown in TABLE 1. (Sackett, 2000) Step 
2 (accessing the best evidence) customarily follows a totemic 
relationship of the available designs of clinical research; 


portrayed asa pyramid as shown in FIGURE A. 
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Table 1 


Steps Of Evidence-Based Medicine (Sackett, 2000) 


Converting the need for information [about prevention, diagnosis, 
prognosis, therapy, causation, etc.] into an answerable question 
[Also known as formulating a clinical question]. 


Finding the best evidence with which to answer that question. 


Critical appraisal of the research evidence for validity, impact, 
application. 


Integration of the critically appraised research evidence with the 
expertise of the practitioner and the patients unique biology, values 
and circumstances. 


Evaluating the effectiveness of the process in improving patient care 
and practitioner efficiency inexecuting steps #1-4 and seeking ways 


to improveboth. 


Here it is evident that systematic reviews and meta- 
analyses occupy the rarefied top echelon in predicting 
clinical outcomes, followed by randomized controlled 
double blind studies (RC Ts) and thenoe by cohort studies, 
case control studies, case series, and case reports. The 
fact that not all these levels are taken into consideration 
in most renderings of EBM is problematic. Furthermore, 
the “usefulness” of information gleaned from different 
experimental designs is inextricably bound to the specific 
purposes to which they are applied. Finally, such elements 
as clinical judgment and patient values, together with 
research reports forming a three-legged stool of elements 
comprising a more progressive concept of EBM, have been 
neglected. All these concepts, including their advantages 
and limitations, will be examined in greater detail below. 


Traditional building blocks of 
EBM 


Systematic reviews and meta-analyses, unlike simple 
narrative reviews, not only attempt to encompass a large 
sample of publications of potential interest, but also vet 
them for their rigor. They select only the articles presumed 
to be the most pertinent to a defined research question. 
Especially with meta-analyses, such reviews attempt to 
reconcile contradictory reports by statistically combining 
specific outcome measures in the attempt to reach a final 
level of significance of treatment effects. 

Randomized controlled trials (RCTs) draw from a 
target population affected by the given condition under 
study, dividing the resulting sample randomly into two 
or more groups receiving specific treatments. One such 
treatment may be a placebo or sham intervention, while 
one or more other interventions involve specific modalities 
or treatment packages to which the experimenter seeks 
to ascribe specific effects from the outcomes obtained. 
Central to the design of the traditional RCT addressing 
pharmaceuticals for over half a century is the concept of 
blindingofpatientandpractitioner, inwhichtheassignment 


and dispensation of treatment regimens remains masked. 
(Aravanis, 1956) The advantage of randomization is to 
equalize as many effects as possible that do not involve 
the intervention across all groups compared, thereby 
minimizing unanticipated elements that would confound 
the results obtained from the treatments themselves. It is 
important to remember that RCTsevaluate averageeffects, 
determining intervention effects upon groups of subjects 
rather than the individual. They also are restricted to the 
characteristics of the population recruited for the study. 

Case reports and case series present what actually 
has occurred in clinical practice as narrative reports of 
the presentation, treatment, and progression of either 
an individual or groups of patients. Unlike RCTs, case 
reports emphasize the individual rather than the group. 
The purpose of casestudies is not only to present materials 
to other practitioners relating to patient management, 
but also to uncover areas requiring further exploration. 
While incapable of testing hypotheses, they offer complete 
narratives.of real-life clinical situations which may generate 
hypotheses for further research. 


Limitations of EBM and 
transformation to “evidence- 
informed” best practices 


Questions about the pecking order of certain types 
of clinical studies predicting clinical outcomes as ranked 
in the EBM pyramid (FIGURE A) began to appear in the 
1980s, when the quality of lowly observational (cohort, 
case series) studies was found to improve, such that 
their predictive value in clinical situations could now be 
compared to thatseen in the more rigorous RCTs. (Benson, 
2000; Concato, 2000) At the same time, lofty RCTs began 
to be seriously challenged due to their limited applicability 
in clinical situations. (Wallach, 2002; Tonelli, 1998) 
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Figure A. The hierarchy of clinical evidence 


What this means for AK is that the spectrum of 
supporting clinical evidence, presently heavily weighted 
toward the observational and case study, would actually 
be more supportive than presumed at first glance. From 
its founding the ICAK has understood that research will 
help insure its future in CAM healthcare and publishing 
its research helps protect the future of AK. For this reason 
the ICAK has published yearly collections of the research 
studies of its membership. This now amounts to a very 
large compendium of clinical trials and outcome studies 
documenting the links between AK manual muscle testing 
methods and human health and disease. (ChiroACCESS, 
2012) Applied kinesiology’s relevance to neuroimmunology, 
pediatric, and emotional health is also documented. These 
studies include new approaches from the chiropractic, 
osteopathic, biomedical, Traditional Chinese Medical, 
nutritional and biochemical research literature. The 
functional mechanisms of manual muscle testing are 
explored there, and links between the status of the muscular, 
nervous, craniosacral, Iymphatic, vascular, nutritional and 
acupuncture systems are extensively demonstrated. The 
eminent chiropractic historian Joseph Keating described the 
consistency of the ICAKs dedication to clinical research: 


“Unfortunately, few chiropracticmembership 
organizations in the US. can claim to have been 
founded or to function primarily for scholarly 
or scientific purposes (The Association for 
the History of Chiropractic (AHC) and the 
International College of Applied Kine sinology 
(ICAK) are exemplary of these few.)... There are 
few organizations of field doctors that can makea 
similar claim. (Keating, 1992) 


In other words, patients studied in RCTsare often not 
the patients seen in everyday practice. Put in still other 
words, efficacy rather than effectiveness is more commonly 
emphasized, as the generalizability of RCTs is limited 
to study groups of varying homogeneities. For example, 
patients with comorbidities are often excluded in RCTs in 
order to obtain a homogeneous sample, and it is notataall 
clear that the patient who even agrees to participation in 
an RCT is truly representative of the general population. 
(Wallach, 2002) Among other problems, lack of insight 
into lifestyles, nutritional interventions, and long-latency 
deficiency diseases (Heany, 2003) have plagued RCTs. 
Ignored lifestyle choices, for example, have triggered the 
proliferation of chronic diseases. (Pronk, 2010) Serious 
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flaws have likewise surfaced which demonstrate how 
even the exalted meta-analysis is subject t0 human error 
and bias. (Juni, 1999; Rosner, 2003) Finally, the double- 
blind protocol established as a core to the RCT for over 
half a century in allopathic medicine in the study of 
pharmaceuticals or surgery (Aravanis, 1956) becomes a 
virtual impossibility in applications of physicalmedicine. 
Adding to the traditional elements of evidence as 
shown in the traditional evidence pyramid has been the 
pronouncement of the epidemiologist David Sackett, who 
in 1997 introduced the clinical judgment of the clinician 
as an indispensable component of EBM: (Sackett, 1997) 


“Good doctors use both individual clinical 
expertise and the best available external evidence, 
and neither alone is enough (emphasis added). 
Withoutclinicalexpertise, practice risksbecoming 
tyrannized byexternalevidence, foreven excellent 
external evidence may be inapplicable to or 
inappropriate for an individual patient.” 


In addition to external evidence and factoring in 
the judgment of the clinician, one must recognize a third 
element: theattributesoftheactual patient. Thesignificance 
of the patient in EBM has been demonstrated by the 
introduction and growing acoeptance ofsuch patient-based 
outcome measures as the Health Related Quality of Life 
Index and cost-effectiveness. Indeed, it has been argued 
that “the most compelling and growing” component of 
EBM is the empowerment of the patient in the decision- 
making process. (Fisher, 2007) With patients being the best 
Judge of values, clinical decisions are becomingrecognized 
as necessarily shared between the patient and clinician. 
(O’Conner, 2001) Thus, within the past 20 years, the most 
accurate portrayal of EBM constitutes the three domains 
just discussed rather than simply the pyramid of external 
evidence sometimes—and erroneously--used as the sole 
yardstick with which to direct treatment or payments for 
treatment. By the year 2000, EBM was officiallyrecognized 
as “the integration of best research evidence with clinical 
expertise and patient values”. (Sackett, 2000) 

These shifting sands of EBM echo what a few years 
ago appeared to be a revolutionary upheaval suggested 
by Wayne Jonas, who presented what appeared to be 
a recasting of the classical evidence pyramid. In Jonas’ 
presentation of the “evidence house,” such entities as use 
testing, public health, and audience preferences gained 
ascendancy. (Jonas, 2001) It is here that the absolute 
hierarchy of research methods is abandoned, taking into 
account the aforementioned values of the patient and 
practitioner with recognition extended for the first time 
to such areas of research as laboratory findings in the 
basic sciences, epidemiology, qualitative case reports, and 
health services research. Greater accsssibility to research 
information is afforded by delineating the purpose for 
which the research is being used, dividing its presumed 
applicability into three categories (effects, validity, and 
use). Jonas’ approach laid the foundation for what emerged 
over a decade later as comparative effectiveness research, 
comparing one diagnostic or treatment option to one or 
more others and encompassing the medical, economic, 
and social implications of the application and emulation 
of an intervention used to promote health. Now, such 
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varied audiences as consumers, clinicians, purchasers and policy makers alike could make informed decisions to improve 
healthcare at both the individual and population levels. (Institute of Medicine, 2009) Jonas’ more inclusive schematic of 


the meaningful elements of EBM is shown below. 


The Evidence House 


Researchers 


Attribution 
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VALIDITY TESTING Figure B. The evidence house (Jonas, 2001) 


While these revisions may haveaddressed the intrinsic, 
structural problems of EBM, they have not been able to 
overcome some of the most severe misuses of EBM. When 
EBM is applied in a unilateral, heavy-handed manner, it 
has run the risk of becoming a “regime of truth” in such a 
manner as to discourage free inquiry. Put in other terms, 
it is questionable whether many current applications of 
EBM promote the multiple ways of knowing considered to 
be important in most health disciplines, (Holmes, 2006) 
falling under a spell which Foucault has referred to as a 
“clinical gaze,” definedas*aregimentedandinstitutionalized 
version of truth” in which pluralistic inquiry has been 
suppressed. (Foucault, 1973) Real-life concerns, such as 
cost-effectiveness to the third party payer or prevalence 
to the epidemiologist have been overlooked. For these 
reasons, proponents of EBM have taken somewhat of a 
political retreat, falling back to a position in which thebest 
evidence is now considered to guide or inform rather than 
mandating a clinical decision. (Glasziou, 2005; Rycroft- 
Malone, 2008) 


Tradtional methods of 
measurement at the 
highest echelons 


1. Randomized controlled trials: 

One might assume that the most controlled 
investigation (the clinical trial) would yield the most useful 
information. Indeed, theclinical trialhasbeenreferred to as 
the “gold standard” in clinical research. (Report of the US 


Preventative Services Task Force, 1989) But paradoxically, 
because the double-blind study is so controlled, this most 
rigorous member of theclinical research hierarchy presents 
its own difficulties in its limited generalizability. It is clear 
from the following criticisms that both methodological and 
translational issues have become bound together: 


1. The characteristics of its own experimental 
patient base (including comorbidities) may 
differ significantiy from those of the 
individual presenting complaints in the 
doctor’s office. 


2. Potentially important ancillary treatments 
are restricted, screening out conceivably 
significantand perhaps unidentified elements 
that occur in the natural setting of the patient's 
visit to the physician. 

. Outcome results chosen may not necessarily 
be those used to evaluate a patient's welfare 
under care of an actual physician. 


4. Experimental groups may not be largeenough 
to reach statistical significance, even though 
the clinical effect may be real in many 
individuals. 

Like any construct, systematic reviews and meta- 
analyses can only draw its strength from its components 
parts. But the numerous flaws in those component parts 
(especially randomized controlled trials) as reviewed in 
thiscommunication presenta significant challenge to EBM 
and have been reviewed elsewhere, (Hawk, 2007; Rosner, 
2003; Verhoef, 2005) with particular relevance to physical 
medicine. 
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2. Systematic reviews, meta-analyses: 

In aneffort to filter out low-quality studies, rating systems of trial quality have proliferated in theattempt to assure that 
that the edifice of EBM used to warrant a therapeutic approach is more than a house of cards. Such rating systems are the 
cornerstone of both systematic literature reviews and meta-analyses. 

Amultiplicity ofscoring systems for trial quality exists, but whatappears to be their arbitrariness rather than objectivity 
is perhaps best reflected by the rating chart shown in TABLE 2. It is taken from a recent blend of narrative and systematic 
reviews byagroup of leadingclinicalchiropractic researchers headed by Gert Bronfort. (Bronfort, 2008) What is perplexing 
is that two out of theeight criteria for quality recognize blinding of the patient or practitioner as an attribute for quality 
ratings. As indicated previously, sucoessful blinding of these parties in any trial involving physical interventions is virtually 


impossible. 
Table 2 


Scoring Criteria For Randomized Clinical Trials (Bronfort, 2008) 


Similarity of baseline characteristics or adjusted effects reported: 


2. Concealment of treatment allocation 

3. Blinding of patients 

4. Blinding of provider/attention bias 

5. Blinding of assessor/unbiased outcome assessment 
Dropouts reported and accounted for in analysis 

7. Missing data reported and accounted for in analysis 
Intention-to-treat analysis/balanced cointervention 


1.0 point awarded for YES rating » 0.5 point awarded for PARTIAL rating +» 0.0 point awarded for NO rating 
Quality score is calculated by dividing point total by 8 and multiplying the result by 100 to create a 100-point scale. 


Even though systematic reviews and meta-analyses are intended to paint as much of a unified picture as possible from 
disparate pieces of scientific literature, conflicting reports and insufficient detail may yet pull them in opposing directions.. 
A recent presentation addressing headache, back and neck pain at a chiropractic research conference sponsored by the 
Health Resources and Services Administration is a case in point. (Bronfort, 2006) 


Table 3 


Conflicting Systematic Reviews (Bronfort, 2006) 


For Back Pain - 


Assendelf t (Assendelft, 2004) 
To assess if spinal manipulative therapy (SMT) 


is better than anything else 


Bronfort (Bronfort, 2004) 
To assess if SMT is an effective treatment 


S l pool IRRE. ONN Statistical pooling not possible 
tatisti i i t 
ee SMT offers more short-term relief than 


SMT only equal to sham therapy or therapy mobilization or detuned diathermy 


judged to be ineffective or even harmful 


For Neck Pain - 


Gross (Gross, 2004) 
No attempts to isolate SMT 


Bronfort (Bronfort, 2004) 
Isolated effect of SMT 


Statistical pooling 


Evidence did not favor SMT or mobilization alone 
or combined with other physical agents 


Statistical pooling not possible 


Chronic SMT/mobilization is superior to 
general practice for short-term pain 


For Headache - 


Astin (Astin, 2002) 

Focus on comparison with placebo control 
Focus on relative efficacy 

Statistical pooling 

Data available do not support SMT 


Bronfort (Bronfort, 2001) 
Statistical pooling not possible 


Several treatments including SMT 
may be effective 
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Taking these varied methodologies and outcomes 
together demonstrates how averaging disparateapproaches 
obscures vital information and creates the impression that 
the entire realm of spinal manipulation may be ineffective. 
A more meaningful approach would be to determine the 
distribution of pain scales among the different cohorts of 
patients, which uncovers patient responses unseen by 
simply taking mean differences. Put in other terms by 
Bronfort, one needs to consider effectiveness as well as 
efficacy, keeping in mind how spinal manipulation may 
benefit specific patient groups. This may account for the 
differing conclusions shown above. 

Chaitow et al (2008) point out “This is why it has 
long been recognized that the only true way to evaluate 
the efficacy of a given discipline — such as chiropractic, 
osteopathic or for that matter naturopathic care - is 
to conduct outcome studies. In these, the elements of 
treatment used to help the patient are not tested — only 
the intervention of the discipline. This allows greater 
opportunity for a non-linear dynamic interplay between 
patientand practitioner— which characterizesthesemanual 
therapies — to play out, rather than a linearized, artificial, 
dose-response assessment of individual techniques.” 


3. Bias and omissions in other systematic reviews 
and meta-analyses: 

Regarding their clinical relevance, the very basis of 
meta-analyses has to be closely scrutinized. One report 
has gone so far as to compare meta-analyses to statistical 
alchemy due to their intrinsic nature: 


“..the removal and destruction of the 
scientific requirements that have been so 
carefully developed and established during 
the 19th and 20th centuries. In the mixtures 
formed for most statistical meta-analyses, 
we lose or eliminate the elemental scientific 
requirements for reproducibility and 
precision, for suitableextrapolation, andeven 
sometimes for fair comparison”. (Feinstein, 
1995) 


Specifically, Feinstein raises the following deficiencies 
of meta-analyses, most having to do with the sloughing of 
important clinical information: 


1. Disparate groups of patients of varying 
homogeneity across different studies are 
thrown into one analysis, often called a 
“mixed salad”; 


2. The weighting of studies of different quality 
may be inaccurate or absent altogether; 


3. One needs to know about the real-world 
effects in the presentation and treatment of 
patients; in particular (a) the severity of the 
illness, (b) co-morbidities, (c) pertinent co- 
therapies, and (d) clinically relevant and 
meaningful outcomes; 


4. Inconsistent statistical techniques pertaining 
to increments, effect size, correlation 
coefficients, and relative risk and oddsratios; 


5. Omission of the reference denominator; and 
6. The fact that the odds ratio inflates the 
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true value of the relative risk under certain 
conditions. 


In any event, the numbers of patients needed to treat 
must be reported in order to observe a true difference in 
treatment groups, a practice often overlooked in meta- 
analyses. (Feinstein, 1995) To make matters worse, a 
recent report involving four medical areas (cardiovascular 
disease, infectious disease, pediatrics, and surgery) 
indicates that individual quality measures were not reliably 
associated with the strength of the treatment effect in 276 
RCTs analyzed in 26 meta-analyses. (Balk, 2002) 

The fact that arbitrariness and bias can not only 
creep into but actually dominate in meta-analyses is 
both convincingly and dramatically demonstrated in a 
recent publication in the Journal of the American Medical 
Association. In their efforts to compare two different 
preparations of heparin for their respective abilities to 
prevent post-operative thrombosis, Juni and hiscolleagues 
have revealed that diametrically opposing results can be 
obtained in different meta-analyses, depending upon 
which of 25 scales is used to distinguish between high-and 
low-quality RCTs. The root of the problem is evident from 
the variability of weights given to three prominentfeatures 
of RCTs (randomization, blinding, and withdrawals) by 
the 25 studies which have compared the two therapeutic 
agents. In one investigation, for example, a third of the 
total weighting of the quality of the trial is afforded to both 
randomization and blinding, whereas in another, none 
of the quality scoring is derived from these two features. 
Widely skewed intermediate values for the three aspects 
of RCTs under discussion are apparent from the 23 other 
scales presented. Theastute reader will immediatelysuspect 
that sharply conflicting conclusions might be drawn from 
these different studies--and these fears are amply borne 
out by the Forest Plot presented in the study. Here each 
of the meta-analyses listed resolve the studies they have 
reviewed into high- and low-quality strata, based upon 
each of their scoring systems. It can be seen that ten of the 
studies selected show a statistically superior effect of one 
heparin preparation over the other, but only for the low- 
quality studies. Seven other studies reveal precisely the 
opposite effect, in which the high- but not the low-quality 
studies display a statistically significant superiority of low- 
molecular weight heparin. (Juni, 1999) 

Depending upon which scale one uses, therefore, one 
can either demonstrate or refute the clinical superiority 
of one clinical treatment over the other. In this manner, 
therefore, all the rigor and labor-intensive elements of the 
RCT and its interpretation by the meta-analysis aresimply 
reduced to the subjective and undoubtediy capricious 
human element of value judgment through the arbitrary 
assignment of numbers in the weighting of experimental 
quality. 

Assigning a high priority to blinding in rating the 
methodological quality of clinical trials turns out to be 
especiallyproblematicwhenanyaspectofphysical medicine 
is involved, for the simple reason as stated earlier that it is 
virtually impossible to blind practitioners and patients in 
such instances. Consequentiy, the act of penalizing such 
trials in their quality ratings due to lack of blinding is 
counterproductive. Yetthis is precisely what hasoccurred in 
systematic reviews addressing a variety of interventions in 


N 


- 212 - 


physical medicine. Specifically, theJadad ratingscale which 
scores blinding as one of the most influentialdeterminants 
of clinical trial quality (Juni, 1999) was incorporated 
(and thereby would have excluded meaningful studies) in 
systematic reviews addressing reflexology (Ernst, 2009) 
and osteopathy. (Posadzki, 2011) Lack of blinding was also 
cited as a flaw in clinical trials rated in a systematic review 
of physiotherapy for patients with soft tissue shoulder 
disorders. (van der Heijden, 1997) The fact that such a 
multiplicity of rating scales has existed in meta-analyses 
(Juni, 1999) and that even the more recent 8-point rating 
scale (Bronfort, 2008) continues to promote blindingeven 
in physical medicine as a criterion of quality suggests that 
a consensus is lacking as to which rating scale should be 
uniformly applied, and that a degree of subjectivity and 
personal judgment continues to prevail. 

The fact that meta-analysesand systematic reviews can 
be taken down to subjective values and scales andgenerate 
conflicting results poses a substantial threat to the so- 
called objectivity of systematic reviews, among them those 
by Ernst and Canter (Ernst, 2006) and yet another recent 
study by Walker. (Walker, 2011) 

The former review has been criticized by 
musculoskeletal researchers for its including studies whose 
criteria could be considered to be unsystematic and biased. 
(Breen, 2006; Byfield, 2006; Lewis, 2006; Moore, 2006) 
Walkers investigation, on the other hand, concluded 
that combined chiropractic management for low-back 
pain only “slightiy” improved pain and disability in the 
short term, and that there was no evidence to support or 
refute the assertion that combined chiropractic treatment 
provided a “clinically meaningful” difference in pain and 
disability in people with low-back pain. From a list of 3699 
studies initiallysampled on the basis of titles andabstracts, 
the Walker report selected 168 for full-text review and 
ultimately included just 12 —at least one of them flawed— 
and excluded another in which chiropractors delivered 
the intervention in multiple study arms. By so doing, it 
may have presented a negatively skewed assessment of 
the combined chiropractic management of low back pain. 
The authors indicated how their study was designed to 
hew more closely to actual clinical practice, yet its design 
precluded such important considerations in clinical 
practice as (a) comparative side effects and the relative 
safety of different interventions, (b) omission of significant 
clinical information in systematic reviews and meta- 
analyses, and (c) studies such as the UK BEAM trial which 
yielded substantially more positive outcomes regarding 
back pain in which chiropractors played a significant role. 
(UK BEAM Trial Team, 2004) 


Modified designs to improve 
the base and application of 
evidence in healthcare 


As alternatives to alleviate the limited information 
available from randomized clinical trials, systematic 
reviews, and meta-analyses, modified designs based upon 
ablending of observational and experimental studies have 
been proposed. (Verhoef, 2005) All attempt to varying 
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degrees to circumvent the issue of blinding, a presumed 
criterion of quality that is virtually impossible to undertake 
in various applications of physical medicine: 

Pragmatic trials, in which the intervention is intended 
to represent “real world” care to enhance the external 
validity. As noted, the ICAKUSA has been presenting these 
real world interventions (covering n=1 to n=1,500 patients) 
from 1976 through 2012. 

Factorlal designs, comparing single modalities to a 
combination of modalities to allow for the assessment of 
multiple interaction effects between treatments as well as 
the synergistic effects of two or more interventions. 

Preference trials, in which participants with no 
treatment preferences are randomized as usual, but those 
with distinct preferences in their care receive their favored 
treatment, allowing for the assessment of interactions the 
outcome and treatment preference. 

n-of-1, a single patient trial with multiple crossovers 
between a treatment period and a placebo or standard 
treatmentperiod, addressingthecritiquethataconventional 
randomized controlled trial does not provide information 
about the individual, but onlyan averageeffect of treatment 
upon a group of individuals. 

Other modifications of the traditional randomized 
controlled trial include the following: (West, 2008) 

Randomized encouragement design: To encourage 
adherence to the trial protocol, participants are either 
given strong inoentives that are outside usual practice or 
are allowed to choose or decline a specific treatment to 
which they have been assigned. These particular practices 
are distinguished from the conventional randomized trial 
only by the degree of incentivization or encouragement to 
drop out if the assigned treatment is not to one's liking. 

Nonrandom quantitative assignment of treatment: 
Participants are assigned to treatment groups on the basis 
of a quantitative measure, such as need, merit, or risk. In 
this manner, if a discontinuity in effect is seen right at the 
threshold in which a treatment is introduced, an inference 
of a treatment effect rather than regression can be applied. 
Taking the modifications of randomized controlled trials a 
step further, various researchers have proposed: 

Pragmatic clinical trials (PCTs), which ask practical 
questionsabout therisks, benefits, and costs of intervention 
asthey would occur in routine clinical practice. In addition, 
they include a diverse population of study participants, 
recruiting from a variety of practicesettingsand collect data 
from a broad range of health outcomes. The interventions 
which they select are clinically relevant. (Tunis, 2003) 

Whole systems research (WSR), which uses 
observational studies and includes qualitative as well as 
quantitative research. Inso doing, it provides the opportunity 
toassessthemeaningthatpatientsattributetoanintervention, 
probing the proosss and context by which healing occurs 
This includes the philosophical basis of treatment, patients, 
practitioners, practice setting, and methods and materials 
used as well as family, community, and environmental 
characteristicsandperspectives. Outcomeswhicharerelevant 
to the patients are selected, and the approach explores how 
the intervention fits with a patient life. (Verhoef, 2005) In 
so doing, it reveals the role that expectations may play in 
healing. (Verhoef, 2002) Essentially, WSRseeks to describe 
the effectiveness of the entire clinical encounter rather than 
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simplyasingle procedure. (Hawk, 2007) Systematic reviews 
and meta-analyses, often assume homogeneity in both 
the symptoms (i.e., low back or neck pain), and treatment 
method (“chiropractic” or “acupuncture”), when neither are 
at all homogeneous. For this resson systematic reviews, in 
situations like these, are incapable of reflecting accurately the 
condition they seek to pass judgmentupon. 

The final step to proposing alternatives to traditional 
conoepts of EBM itself, hidebound in its grounding in 
systematic reviews and meta-analyses, is to consider 
“evidence that matters” rather than evidence which simply 
suggest what works. This distinction was recently made 
by Kathryn Stewart, M.D., Medical Director for care 
management at Sinai Health System in Chicago, (White, 
2004) directly leading to a description of a revision of 
traditional concepts of EMB: 

Patient-Oriented Evidence that Matters (POEM): This 
was developed specifically for primary care physicians in 
1994 by David Slawson, M.D., and Allen Shaugnessy, Pharm 
D.Its intention is to focus only on what is important, allowing 
physicians to disregard much of the medical literature in 
favor of useful information at the point of care that would 
assist them in caring for their patients. Inmuch thesame way 
that infectious disease practice is considered the practical 
application of microbiology, explains Shaughnessy, POEMs 
represent the mastery of EBM information on a broad, 
practical platform rather than simply the passiveapplication 
ofEBM. (White, 2004) 

All these proposed modifications simply restate the 
aforementioned contention that clinical experience as well as 
scientific evidence must be taken into amoreencompassing 
and meaningful application of evidence-based medicine 
(Sackett, 1998). Steps in this direction appear to have been 
achieved in a systematic review of musculoskeletal physical 
therapy, which extended beyond the usual confines of 
systematic reviews by incorporating observational studies, 
surveys, and qualitative studies as well as clinical trials. 
(Hush, 2011) 

Taking a different tack from traditional meta-analyses 
and systematic reviews in summarizing the research 
literature, Cuthbert and Goodheart distilled the results of 
12 randomized clinical trials, 26 prospective cohort studies, 
17 retrospective studies, 26 cross-sectional studies, 10 case 
control studiesand 19case reports in their analysisof manual 
muscle testing (MMT‘), a procedure which lies at the heart 
of applied kinesiology (AK). They provided a multiplicity 
of definitions of reliability (intra- and interobserver) and 
validity (construct, convergentanddiscriminant, concurrent, 
predictive, and emerging construct) of MMT. In so doing, 
they offered an alternative yet by many criteria just as 
formal an approach as the statistical methodology of meta- 
analyses in supporting the credibility of AK and clarifying 
different modes of muscle testing in the process (Cuthbert, 
2007). The broad array of AK research is presented in 
depth from several platforms. (Rosner & Cuthbert, 2018; 
ChiroACCESS, 2018). Table 1 in Chapter 9 underscores 
the abundance of observational studies which support the 
clinical usefulness, reliability and validity of AKassessment 
and treatment procedures.” 
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Figure C 


This virtual inversion of the traditional pyramid of 
evidence (Figure A) as to what practices emanate from 
what level of evidence has led epidemiologists and others 
to run for cover and reform and redesign the schematic as 
to what constitutes a more realistic portrayal of the types 
ofapproaches which offer the greatest validation of clinical 
practice. Not only has the traditional EBM pyramid been 
transfigured into theso-called “evidence house (Figure B), 1 
but.one of the authors (Wayne Jonas) has derived aconcept 
derived from the social sciences which acknowledges 
the multiplicity of methods available in clinical research, 
recognizing the strengths and weaknesses of each and 
offering optimal methods for answering specificquestions. 
Thus, one could now can say that we have witnessed the 
progression of schematics in EBM from a pyramid to a 
house to a circle, asshown in Figure C. 

In summary, concepts of EBM have been undergoing 
continuous revisions and need to remain flexible in order 
for the most effective healthcare decisions to be made. It 
is the sucosssful fusion of evidence from the literature, 
clinical judgment from the physician, and expectations 
and values of the patient which ultimately will determine 
the best course of therapy and which is currently being 
rediscovered and readmitted into the pantheon of EBM. 
Becauseall forms of quantitativeexperimentation can never 
be construed asabsolute meansof knowing by their reliance 
upon statistical probabilities—which are culminated in 
meta-analyses--one must keep in mind the importance of 
allowing multipleforms of inquiryand experimental design 
to effectively answer a research question. This ecumenical 
approach to EBM should, in the final analysis, yield the 
most sucosssful outcomes in healthcare. 

The entire purpose of this discussion has been to 
attempt to demonstrate how new and more progressive 
definitions of EBM and the evidence already published to 
document the multiple facets of AK are more congruent, 
thereby providing substantially further documentation of 
the validity of AK than commonly assumed. 
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“We believe that medical and dental specialists will use applied 
kinesiological testing to make more accurate diagnosis and 
provide better treatment. But that is a futuristic thought.” 


» Harold Gelb, DMD 


“Numquam mandacius dictio corporea dicit.” This Latin 
phrase in a basic translation cites the obvious pattern that body 
language never lies. The opportunity of understanding body 
language is enhanced by the therapist’s opportunity to use 
muscles as indicators for body language.” 


“The body heals itself by primary intent. Itheals itselfin a 
sure, sensible, practical, reasonable, and observable manner. 
The healer within can be approached from without. Mandoes 
possess a potential for recovery through the physiological 
homeostatic innate intelligence of the human structure.” 


- George J. Goodheart, DC, DIBAK 
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Around the World 


By 


Scott Cuthbert, DC and Clive Lindley-Jones DO DIBAK 


With contributions from: 


Geert Drenth, DO, DIBAK 

Hans Garten, MD, DO, DICAK, DACNB 
Antonio Gil DC, CCSP 

Seung-Won Lee, MD, PhD, DC, DACNB, DIBAK, FACFN 
Donald McDowall, DC, DIBAK 

Rudolf Meierhöfer, DDS, DIBAK 
Richard Meldener DC, DIBAK 

Laurent Picard DC, DIBAK 

Eric Pierotti DC, DIBAK 

Joseph Shafer DC, DIBAK 

Olegs Suhorukovs MD, DIBAK 


218 - 


Improved 
Patient 


Outcomes 


History of Professional Applied Kinesiology 


Around the World 
PROLOGUE 


T being our purpose to write about 


the history of a great movement in =D, 
4 >>} 
pe 


( 


modern health care in the modern world, and 
of the principal players and movements and 
the multitude of actions that comprise this 
story affords us so large a field that we are to 
blame if we should not by way of apology forewarn the reader 
that we have chosen rather to epitomize the most celebrated 
and documented parts of this story, rather to insist on every 
particular circumstanoce in this history. 

The growth and spread of Applied Kinesiology around 
the world has been remarkable in both the professional and 
public arenas. The clinical methods of Applied Kinesiology are 
ametaphor thatembraces each of the directions complementary 
and alternative medicine has taken in the lastcentury. Ithasbeen 
calculated for instance that approximately 1 million people now 


use the MMT worldwide as part of their diagnostic methods, ' 


and that half of the chiropractors in the United 
States and Australia use AK methods.® 
Chiropractors, osteopaths, manipulative and 
functional medical doctors, nutritionists, 
acupuncturists, energy psychologists and 
massage therapists have embraced Applied 


Kinesiology over the pasthalf-oentury. 
Origins 


If we look back into the writings of the founder of 
chiropractic, Dr. DD Palmer, wefind evidence that heforesawthe 
Applied Kinesiology manual muscle testasa means to diagnose 
the “tone” of the central and peripheral nervous system." 

Dr. George J. Goodheart, Jr., thefounder of AK hassaid that 
he was indebted to the philosophy of chiropractic espoused by 
DD Palmer for the guiding thought which produced Applied 
Kinesiology methodologies. In this modest attitude we find 


- 219 - 


A clue to the character of the man who devoted almost 
seventy years of his life to the study and practical research 
necessary to evolve this clinical art and science. Within Dr. 
Goodheart’s genius the marriage of the different primary 
alternative systems of modern health care were consummated 
on the altar of the manual muscle test, which has proven to 
display the diverse physiological elements at play within every 
patient and condition. Goodheart possessed the extra- 
ordinary capability of raising to clinical awareness and 
repeatable, demonstrable testing the labyrinthine ways in 
which the nervous system functions in the lives of patients. 

The challenge of all biomedical interventions is to 
first diagnose the patient effectively. Until the invention of 
radiography at the end of the nineteenth century, and later 
the wonders of microscopic cameras, magnetic resonance 
imaging, and the whole panoply of twenty-first century 
scientific laboratory investigation, clinicianswereinvariably 
left to draw inferences from their skills in questioning, 
acute observation, palpation and rudimentary, largely in- 
office, laboratory tests. 

The chiropractic and osteopathic physicians were the 
first to see the advantages that radiographs could afford 
in seeing into the underlying structures of their patients, 
discovering what may have been pathophysiological 
beneath the “skinvelope”. So much so that by the early part 
of the twentieth oentury the use of X-rays was ubiquitous, 
particularly in the chiropractic profession. 

The promise of x-ray diagnosis has not proven to be 
the panacea its early proponents had hoped for. When we 
realize that 20% of younger patients and up to 60% of older 
patients demonstrate radiographic abnormalities without 
symptoms, we see how these x-ray abnormalities lead to 
many false positives’ if the clinician relies on x-ray (or 
MRI) alone for diagnosis. Furthermore, the overuse of this 
tool can be seen with hindsight. The hazards of ionizing 
radiation are being more systematically taught to students 
and clinicians alike as well as pressure being brought to 
reduce the risks inherent in such methods. 

The American Chiropractic Association’s new 
Choosing Wisely® campaign states: “In the absence of red 
flags, do notobtainspinal imaging (X-rays) for patients with 
acute low-back pain during thesix weeks after the onset of 
pain.”°Similar guidelines are offered in the UK’s National 
Council for Clinical Excellence (NICE: “Consider imaging 
in specialist settings of care (for example, amusculoskeletal 
interface clinic or hospital) for people with Iow back pain 
with or without sciatica only if the result is likely to change 
management”. 

This recommendation is not onlyon ACAs Choosing 
Wisel® list; a similar item is also included on the lists of 

seven other organizations. This includes, among others, 
the American College of Emergency Physicians, the North 
American Spine Society and the American College of 
Physicians. It's important to note that the ACAs Choosing 
Wisely® recommendation refers to imaging patients with 
acute low back pain, not those with chronic pain or acute 
pain caused by trauma sufficient to suspect pathology that 
maybe identified by imaging,such ascompression fracture. 

Theeffectivenessofx-raydiagnosisfor musculoskeletal 
problems that a majority of patients suffer is far less than 
previously hoped for, and their overuse in such common 
and intractable problems as neck and lower back pain is 
being phased out.” 


History 


At the same time new and seemingly safer methods, 
suchas magnetic resonance imaging, were being introduced 
alongside amove toward greater use of laboratory testsasa 
gold standard for diagnostic acumen. 

Concurrent with this move away from the older 
bedside clinical skills, agrowing body of chronic disease 
was making itself apparent. This demanded inquiring, 
open-minded clinicians from various disciplines to search 
for more integrative answers to help such conditions, 
beyond the often-disappointing fields of drugs, surgery or 
standard palpation based manual medical diagnosis. 

During this time traditions of non-western medicine 
suchas Traditional Chinese, herbaland nutritional, Tibetan 
and Indian medicine were starting to gain greater exposure 
and currency in selected areas of western medical thinking 
and practice. 

The applied kinesiologist's combination of vitalist 
philosophy and triad of health explanations give the doctor 
and the patient a rich vocabulary for those illnesses which 
conventional medicine is poorly equipped to address. 
Research indicates that for the functional illnesses that 
the majority of clinicians around the world treat, precise 
diagnosis of causative factors, assurance of recovery by 
measurable improvements (revealed in the manual muscle 
test), and physician-patientagreementabouttheunderlying 
nature of their problem each hasten recovery.‘ 

Perhaps one driver for this openness was a growing 
awarenessoftheinterconnectednessbetweenthestructural, 
biochemical, and psychological-spiritual aspects to 
physiopathology: what is called the Triad of Health. These 
were especially apparent in chronic conditions, which 
despite huge investments in public health and infectious 
diseases instigated by the scientific and societal changes of 
the mid-twentieth century and post-war periods, were now 
the dominant challenge within general practice as well as 
the mostcommon patientcomplaintand cost to health care 
systems. 


Improved 
Patient 
Outcomes 


Muscle testing is not new; it remains an important part 
of standard neurologic examination to determine how the 
nervous system controls muscles. AK has found through 
muscle testing that many aspects influencing health can 
cause muscle function to change from normal. When the 
proper treatment is applied for the individual patient, the 
muscle immediately returns to normal function. 


JAN 
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History 


The “Universal Physician” Society Needs 
The AK Model of Health Care 


Chemical 


Psycho- 
Social 


Structure 


From the beginning of health care history, doctors 
have observed what can be called the “body language” of 
health and disease. Examples of body language are postural 
analysis, skin color, eye movement, fingernails, posture, fat 
deposition location, tongue coating and size, hair quality, 
body movement, and other factors that theastute physician 
observes, feels, hears, and smells during an examination. 
The doctor combines this information with the findings 
from physical, neurologic, orthopedic, mental, laboratory, 
and other assessmentis to determine what is causing the loss 
of optimal health. With Applied Kinesiology a doctor has 
expanded body language analysis and testing that broadens 
the information used to make a decision about a patient's 
health problem. By faithfully paying attention to thesubtle 
variables among people, much additional information can 
begained. Thecoreof AK fits nicelywithalreadyestablished 
principles ofanatomy, physiology, andexamination. Itadds 
functional evaluation to examination; it does not replace 
standard examination procedures. 

Since their inception in the ferment of late nineteen- 
century American frontier medicine, the manual medical 
schools (osteopathy and chiropractic) have depended on 
highly developed palpation skills to assess tissue changes 
on the surface through which they inferred important 
but subtle changes in the organism beneath the surface. It 
was not until the work of osteopathic researchers Burns, 
Denslow and Korr — in the early 20th century — that a 
modern, scientific research arm of manual medicinestarted 
to develop an objective model of what these palpatory 


messages signified. 


Inform, Empower & 


\ Support Patients 


Widen Range of 
Treatments 
Appropriately 


Into this environment stepped George J. Goodheart, 
Jr., DC, who in 1963-64 discovered the signifying power of 
the motor system, through the tool of the manual muscle 
test (MMT), to potentially provide valuable information, 
making the MMT a form of functional neurology.’ 

After all the concept of neuromuscular “tone” was the 
basis of early chiropractic science and practice, and a core 
principle of DD Palmer’s. Muscular “tone” reflected the 
status of a tissue or organ’s innervation: '!° 

“Life is the expression of tone. In that sentence 
is the basic principle of chiropractic. Tone is the 
normal degree of nerve tension. Tone is expressed in 
functions by normal elasticity, activity, strength and 
excitability of the various organs, as observed in a 
state of health. Consequently, the cause of diseaseis 
any variation in tone.” 

“The amount of nerve tension determines 
health or disease. In health there is normalttension, 
known as tone, the normal activity, strength and 
excitability of the various organs and functions as 
observed in a state of health. The kind of disease 
depends on what nerves are too tense or too slack...” 
The manual muscle testing procedures developed in 

AK essentially sees muscle function as a transcript of the 
central integrative state of the anterior horn motoneurons, 
summing all excitatory and inhibitory inputs flowing 
into the nervous system.’ In AK, the locus of dysfunction 
detected by the manual muscle test ultimately rests within 
the nervous system. 
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PHILOSOPHY 
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THE ONE WHO DISCOVERED THE BASIC PRINCIPLE OF 
CHIROPRACTIC, DEVELOPED ITS PHILOSOPHY, 
ORIGINATED AND FOUNDED THE SCIENCE 
AND ART OF CORRECTING ABNORMAL 
FUNCTIONS BY HAND ADJUSTING, 

USING THE VERTEBRAL 
PROCESSES AS 
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FOUNDED ON TONE 


The measurement of “Neuro-muscular Tone” 


with Applied Kinesiology 


is not a deviation from chiropractic -- 
it is its fulfillment 


DD Palmer founded the chiropractic profession 
on the concept of “neuromuscular tone” 


Goodheart was one of the most imaginative, open- 
minded and brilliant clinical researchers of his profession 
and age. As an integrated approach to health care is being 
developed throughout the healing professions (amovement 
led by the chiropractic and osteopathic professions), the 
most important cornerstones of this developing world-view 
arestillslowto be integrated intothebiomedical framework. 
But if our aim is to encourage better physiological and 
personal functioning, then a broader approach to the 
‘diagnosis’ of what has disturbed our patients’ normal state 
of self-organization will be necessary. 

This began the long, lonely road all original thinkers 
travel. Goodheart first taught the new technique at a 
meeting of the American Chiropractic Association in 1964. 
As muscle testing became routine along with standard 
diagnostic methods, other forms of treatment were found 
to immediately return a weak muscle to normal function. 
Goodheart had found a new principle that the scientific 
literature had not previousliy dealt with: muscle function 
can be instantly improved by the correct form of manual 
treatment. 

This integrative process was initiated by Dr. Goodheart 
when he embraced concepts that had been originally 
developed in the 1930s by Frank Chapman, DO, and 
Charles Owens, DO. '! Goodheart found Iymphatic reflexes 
to be associated with specific muscles and called them 
neurolymphatic reflexes. Chapman held that bony lesions 
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Abnormal results of the manual muscle test, whether the 
muscle is weak or hypertonic, may indicate abnormal 
involvement of any of the factors surrounding it. 

A change in muscle function when specific stimulation or 
therapy is applied to one ofthese elements also indicates 
dysfunction of the surrounding factors. 


Revolutionary Healers Who Made 
The Science of Tone Manifest 


Dr. George J. Goodheart, Jr. & Dr. D.D. Palmer 


Founder & Developer 


accounted for just 20% of all ailments, while the Iymphatic 
system held an influence on body systems that was wider 
and deeper, with blocked Iymph flow being responsible for 
many phases of disease. Accordingly, Chapman and Owens 
proposed the existence of the neurolymphatic (NL) reflex 
points on the body wall that were manifestations of blocked 
Iymph flow, often occurring as palpable, irritable nodules 
at reflex points, similar in palpatory quality to trigger 
points. Their suggestion was that these reflex points were 
specifically correlated with particular visceral organs. '' 
Schmitt has suggested that clinical responses from NL 
treatmentmayreflect“arelativeincreasein parasympathetic 
activity, due to a resolution of the pattern of ischemia and 
muscular spasm associated with the irritable NL area, and 
asubsequent reduction of over-stimulation ofsympathetic 
activity at the intermediolateral cell column. * '* The link 
to muscle inhibition arose from Goodheart’s observation 
that rotary massage of specific NLs would facilitate 
certain inhibited muscles with greater probability than the 
stimulation of other NLs or unrelated sites on the body. In 
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other words, sensory challengessuch as treatment to an NL 
would impact central or peripheral neural mechanisms. 

With continued investigation, specific muscles were 
found to be associated with other factors of health such 
as specific joint-muscle interactions, vascular reflexes, 
acupuncture meridians, organs, glands, vitamins, and 
minerals. 


Erz 


Applied Kinesiology Is Mapping 
New Territories Around the 
World 


Gradually mavericks in other professions heard 
about Goodheart’s ideas, now given the name Applied 
Kinesiology, and saw its usefulness to their own clinical 
conundrums and began to adopt all or some of these 
discoveries into their clinical thinking so spreading 
Goodheart’s ideas beyond the well-trodden path of yet 
another purely chiropractic system. Applied Kinesiology 
started its long journey to its place as a multi-professional 
clinical tool, used by thousands of medical clinicians from 
around the world. 

Some of the most famous doctors in the orthodoxand 
complementary and alternative medicine (C.A.M.) world 
felt that the Goodheart’s approach was invaluable because 
it focused on measurable physical factors which make up 
the constellation of dysfunctions affecting the person'’s total 
health picture. 

The healing professions that have been individually 
affected by Goodheart’s research work will be separated in 
this chapter: 


1 AK Is Mapping New Territories 
Around the World 
a) AK Enters Europe through France 
b) ICAK-France Revives 
C) Applied Kinesiology in Italy 
d) Applied Kinesiology Expands 
Through Europe and Russia 
e) Applied Kinesiology in the 
United Kingdom 
f) Applied Kinesiology in Germany 
g) Applied Kinesiology in Benelux 
Applied Kinesiology in Russia 
i) Applied Kinesiology in Australia 
]) Applied Kinesiology in Japan 
Applied Kinesiology in 
South Korea 


History 


2 AK in Chiropractic 
3 AK in Östeopathy 
4 AK in Functional Medicine 


5 AK in Olympic and Professional 
Sports 


6 AK in Dentistry and Nutrition 
7 AKin Traditional Chinese Medicine 


8 AK in Complementary and 
Alternative Medicine 


The interest and curiosity which the Applied 
Kinesiology concept stirred up began to spread over the 
entire world. Goodheart’s work drew a large following of 
doctors. The International College of Applied Kinesiology 
(ICAKUSA) was founded in 1976 to promote the research 
and teaching of AK. Initially the organization was in 
the United States with chiropractors as the majority of 
members. Thereare now chapters of the ICAK in Australia, 
Austria, Benelux, Brazil, the Baltic States, Canada, France, 
Germany, Italy, Korea, Japan, Russia, Sweden, Switzerland, 
United Kingdom, and the USA. The organization is multi- 
disciplinary; membership includes medical doctors, 
osteopaths, dentists, psychologists, and other health care 
providers who are licensed to diagnose patients. Medical 
practitioners using AK vary by country. In the United 
States it is dominated by chiropractors and in Europe 
by medical doctors. There are more than 3,000 medical 
doctors in Germany, for instance, who use AK as part of 
their diagnostic system. '* 


Applied Kinesiology Enters 
Europe Through France 


Frenchman Richard Meldener graduated from Palmer 
College of Chiropractic in Davenport Iowa in 1972. Assoon 
as his practice was up and running, he decided to invest his 
energy in organizing workshops in France with colleagues. 
Along with his colleague Alain Liny from Paris, they 
created ‘The Chiropractic Team’ to structure continuing 
education. At that time Major Bertrand DeJarnette and 
Sacro-Occipital Technique (a teacher of chiropractic cranial 
and viscerosomatic technique in the US, and a mentor to 
both Dr. Goodheart and his father) wasexpanding. So they 
invited the American SOT staff to Paris. 

During one of the workshops a colleague, Claude 
Portal, who had just graduated from Palmer told them 
about Goodheart who had been trained in SOT and started 
to develop AK. 

In September 1976 they decided to invite Goodheart 


to Franceand organizedathree-day lectureforhimatParis _ 


Orly airport. This was the first time Goodheart lectured 
in Europe. The quality of this seminar was such that the 
Chiropractic Team decided to invite Goodheart to lecture 
in Paris every three months. 

There wasasmall band of European physicians behind 
this including Jean-Pierre Meersseman, Richard Meldener, 
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and Xavier Gillet. The first 100-hour course was organized in 1982 in Interlaken, Switzerland and taught by Dr. David S. 
Walther. The AIKA (the Associazione Italiana di Kinesiolgia Applicata) started around the same timeasthe ICAK- Europe 
chapter. They allowed only chiropractors, dentists and medical doctors as members. 


Richard Meldener kindly remembers many of those present: 
Toprow, on right side of paperboard, N°1 Jacques Hoffmann, with a moustache and without reading glasses. In 1977, he wrote 
a Doctor of Chiropractic thesis on muscle strength, organ irritation and spinal mobility relationship. This thesis was part 
requirement for graduation at the Anglo European College of Chiropractic; Bournemouth. UK. N°2, Bertrand Faucret. He has 
been a teaching staff member on AK at Los Angeles College of Chiropractic N°3 Jean Pierre Meersseman who, thorough his 
association with Silvio Berlusconi, did great work with AK for AC Milan football team in Italy. (See AK in Italy) 
2nd row from right to left N°3, Jean Belaval. The world wide popular French playboy. N°4 Claude Portal from Tour, in France. 
He introduced Goodheart and AK to the Chiropractic Team in 1975. N°5 Alain Liny, who is holding a cranium in his left 
hand from Barcelona. He had been instrumental in the Chiropractic Team. N°6 Jean Francois Garrigues with a moustache 
from Varese Italy. He created and spread a big colored poster with AK related muscles, meridians, nerve supply, reflexes and 
nutrition. 3rd row from right to left N°1, Piet Martin from Belgium. He has been team teaching AK with Richard Meldener in 
the early days. N° 3 Daniel Nicolle from Paris. He shares his practice between Paris and the Middle East N°4 Mario Sabella, 
from Sydney Australia. He has been the first ICAK Diplomate in Australia N°5 Georges Goodheart. The founder of Applied 
Kinesiology. 4th, row and sitting from right to left N°2 Richard Meldener from Paris. The first Doctor in Europe to have 
obtained the ICAK Diplomate and a pioneer teacher of AK around Europe. He researched and published the first 
peer-reviewed article to objectify manual muscle testing and AK. 


In 1977 & 1978 David Walther & Paul White were invited to lecture in France. In 1978 Mario Sabella from Sydney 
Australia and Sheldon Sinett from New York City came to lecture in Paris. 


Then Meldener asked Goodheart whom he would recommend asa lecturer. Hesuggested David LeafwhocametoParis 
in 1979 and ever since held January Ski seminars in the Alps on a regular basis. 


Starting in 1978, Meldener attended the ICAK USA annual meetings: in Chicago, Montreal, Acapulco, Saint Martin 
(Caribbean), Hawaii and others. This inspired him to study for the AK Diplomate Exam, which he passed in May 1980. 


Eventually the Chiropractic Team was transformed into the European Chapter of the International College of Applied 


Kinesiology. 
A 204 


However such was the rapid growth of AK throughout 
Europe at that time that in a few short years this Europe 
wide chapter was modified in national European chapters: 
France, UK, Germany and Italy, Switzerland and Benelux 
were the original chapters and more soon followed. 

Atthattime Meldener was the only teaching diplomate 
in Europeand was in strong demand to teach the 100 Hours 
basic course. This he did in France, Denmark, Norway, UK, 
Switzerland, and Belgium. 

He lectured the 100 hours in Bournemouth at the 
Anglo-European School of Chiropractic and later in 
London at the British School of Osteopathy, Chris Astill- 
Smith, Wolfgang Gerz, Hans Garten, Clive Lindley-Jones, 
and Tracy Gates, the second wave of European Diplomates, 
were attending. 


AK 


Meldener was also busy introducing AK to the dental 
profession in London in Harley Street, in Reims University 
with Pr Namani, in University of Lille with Pr Dupas, in 
University of Paris Garenciere with PrJeanmonod. 

In 1991 at the University of Compiegne in France 
with Professors Goubel & Perot, Meldener published 
the first research article that showed, using the Tibialis 
Anterior muscle, under University laboratory conditions, 
the objective evidence for manual muscle Testing and AK. 
During the research George visited the laboratory and 
approved the research. This was later published in French 
and English. '°'* 


ICAK-France Revives 


In 2002 Laurent Picard DC was an associate with 
a colleague Philippe Albertini DC, in a company that 
organized various chiropractic seminars in France. 

They wanted to organize the 100 hours of AK because 
there was no kinesiology course in France. So Laurent 
phoned David and Monique Leaf to ask if they would be 
interested in Teaching AK in Paris. Subsequently David 
organized this course within the French chiropractic 
school, IFEC. 

The next year during this first class, Leafsuggested they 
establish a chapter of ICAK in France. Picard contacted 
the only DIBAK, Richard Meldener, who did not share his 
enthusiasm to create this French chapter. But he did get 
support from Florent Fournier and Daniel Rafine, both 
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Laurent Picard lecturing at ICAK-France meeting 


chiropractors in Marseille, and they worked to make it 
happen. 

The ICAK-France chapter was born in 2005, when 
Picard went to Toronto for the ICAK international meeting. 
A high point for Picard was taking aglassof champagneand 
spending some minutes alone with Georges Goodheart. 
From all of this he realized, like so many before him, that 
ICAK was “his home”, the synthesis of all the education of 
his over many previous years. It was during this meeting 
that he decided to immerse himself in the study of AK and 
to pass the DIBAK to teach, in France, in French, the core 
basis of AK. 

Picard took the presidency of ICAK-France in 
2007 and gained his DIBAK in October 2008 and since 
September 2009 he has taught the 100hr AK course in Paris 
and Toulouse every year. He also teaches Dr. Carl Ferreri’s 
Neural Organisation Technique (N.O.T). 

In September 2011, despite their small size ICAK- 
Francesucosssfully organized that year'sICAK international 
meeting in Bordeaux. Over the next 10 years, about 500 
DCs have completed half or all of the ICAK basic training. 

In parallel, Dr. David Leaf gave his basic and advance 
training at the Institut Franco-Europ&en de Chiropractique 


ICAK France students celebrate AK! 


History 


(IFEC) in Paris and he also sponsored AK ski seminars in 
France and Switzerland that laid some of the groundwork 
for the organizational development of ICAK in Europe. 
Leaf certified a lot of participants. 

In 2014 Florent Fournier, succseded Picard to the 
presidency of ICAK-Franceand hasorganized manyevents 
including the most important chiropractic seminars in 
France. 


Applied Kinesiology 
in Italy 


1. The First AK Seminars in Italy 

2. Applied Kinesiology and Chiropractic in Italy 
3.AIKA-Accademia Italiana di Kinesiologia Applicata 
4.ICAK-Italia 

5.AK Journal 


The First AK Seminars in Italy 


When it comes to recalling history, many dates and 
facts are often incomplete and the Italian AK story is no 
exception. Although there is some evidence that AK 
seminars in Europe were organized by the Association 
Culturelle Chiropractic Team in 1974 and that the first 
time George Goodheart lectured in Europe on September 
2-2, 1976 at thePLM Hotel Orly Paris Airport, there is very 
little photographic and written documentation regarding 
the first seminars in Italy. What is known is that Italian- 
based Jean-Pierre Meersseman was present at this first 
seminar by Dr. Goodheart. 

Its unfortunate that more information was not 
documented about this period but what is known is 
that applied kinesiology was spread by the initiatives of 
chiropractors. Although it has been well documented that 
Marcello Trentin D.C. was the first full-time chiropractor 
in Italy starting in 1949, the chiropractic profession did not 
really “take off” until theadvent ofthe “Static Clinics” in the 
1970's and 1980’s. Over these decades virtually hundreds 
of chiropractors, mostly from schools in the United States, 
were rotated through Italy. 

This “new concept” was legally acceptable andopened 
the way to National Health Insurance contracts, rendering 
chiropractic free of charge to all Italians. Then combined 
with skillful and successful publicity, Static became a 
whirlwind ofactivity. In ashort while, Static established 22 
clinics in all the major cities of Italy. With a large capital 
expenditure, counting more than five hundred active 
support personnel, each individual chiropractor would 
deliver more than 500 to 1000 treatments per week and with 
the entire chain of clinics delivering over a million total 
treatments to 40,000 new patients per year, Static became 
one of the largest operations delivering services performed 
by chiropractors that the profession has everknow.n. 

Quality of care became a problem due to the large 
numbers; at thesame time other chiropractors were setting 
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themselves up in independent “private” offices with higher 
quality, superior techniques utilizing applied kinesiology 
procedures and without reimbursement from the National 
Health System. Almost all “private” patients paid in cash. 
These chiropractors represented a minority of the overall 
D.C. population but were able to create an image of being 
exclusive and word quickly spread among the population 
of the incredible results of thesechiropractors and also this 
group started to see large numbers of patients privately. 

Around this period, having heard of the great 
opportunities of chiropractic in Italy, D.C.s from other 
countries comprised mainly of French, Americans, 
Belgians, Canadians, Swiss, English and others came to live 
the Italian dream. 


Applied Kinesiology and 
Chiropractic in Italy 


What is clear is that with the growth of chiropractic in 
Italy there was also the Sanrocco Clinic, which was private 
and utilized applied kinesiology in its clinical procedures, 
stood above all other clinics and was not associated with 
the National Health Care System. 

Leading the Sanrocco Clinic was a charismatic, 
Belgian D.C. by the name of Jean- Pierre Meersseman. His 
professional career and famegrew in thecityof Como, Italy 
where his clinical proficiency and impeccable professional 
behavior gained the admiration of even would be critics. 
Part of the Sanrocco team in the 80's and early 90's were 
future ICAK- Europe President, Piet Seru, Brice David, 
Alfio Caronti, and later Antonio Gil, Mark Steele and 
Kristian Baekkel. 

During the 1980's Chiropractic was receiving much 
attention in the pressand VIP’sfrom allover Europeand the 
restoftheworld would travelto betreated in the now famous 
Sanrocco Clinic in Italy. Among the names mentioned, as 
patients during this period were billionaires King Hussein 
of Jordan, arms dealer Adnan Kashoggi, Fiat owner Gianni 
Agnelli, future premier Silvio Berlusconi, Prince Ranier 
of Monaco, King Motubu of Zaire. In the world of sports, 
over 100 World and Olympic champions have been to 
Sanrocco, the AC Milan Soccer team, and the United States 
Athletics Team trained in Como for the month before 
the 1991 IIAF World Athletics Championships in Tokyo, 
Japan and many others. Of the 41 athletes who trained in 
Como, 29 were finalists at these IIAF championships. One 
of the special cases of note was that of Florence Griffith- 
Joyner, (sometimes known as FloJo) whom earlier had her 
malocclusion treated by the Sanrocco team and started to 
set world records soon after that stood for many years. 
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AIKA - Accademia Italiana di 
Kinesiologia Applicata 


As the fame of the Sanrocco Clinic grew, there were 
also many requests by other health professionals to learn 
what the doctors at Sanrocco were doing and this led to the 
establishment ofan association that would organizecourses 
and bring together members of various health professions 
to learn applied kinesiology and work together. 

In 1988 AIKA - Accademia Italiana di Kinesiologia 
Applicata (the Italian Academy of Applied Kinesiology) was 


- 227 - 


HAK 


established by a team of chiropractors from the Sanrocco 
Clinic in Como, Italy, although for several years before this, 
thechiropractors from Sanrocco werealreadycollaborating 
with dentists with applied kinesiology procedures. The first 
dentist to collaborate was Enrico Zucchi. In this period, the 
Meersseman Test for dental malocclusion was developed 
with its publication in many professional journals. Later, 
other health professionals with the qualification to form 
a diagnosis such as medical doctors, psychologists and 
osteopaths were included. These meetings became weekly 
occurrences with meetings on Tuesdays and Thursdays 
that would last from 6 p.m. to midnight and thus it was 
decided to form astructure such as AIKA to accommodate 
the growing requests the health professionals wanting to 
better learn AK. Jean-Pierre Meersseman was elected the 
first President of AIKA. 

The first AIKA courses were given on 3 occasions on 
June 17-18, September 9-10 and November 11-12, 1989. 
There were 127 attendees who participated in thesecourses 

and became members of AIKA, who later became also 
members of ICAK-Europe. Thecourses wereoffered every 
year for the next 5 years. In 1993 AIKA became an official 
chapter ofthe ICAK-USA and had more than 500 members 
who took the AIKA courses with Piet Seru serving as 
President from 1993 to 2000 then followed byBrice David. 
Unfortunately, in Italy as with government politics, AIKA 
was not immune to the political Climate. During the 
period around 1996-1997, there was a court case in which 
a patient sued her dentist for malpractice due to damage 
after treatment of a malocclusion and it was decided that 
as a preventative measure it would be best tostop teaching 
courses to dentistsand AIKA was disbanded several years 
after, around 2001. 


ICAK-Italia 


On February 13, 2006, The ICAK-Italia Chapter 
was officially founded with the following people and 
their positions: Marcello Caso, President; Jean-Pierre 
Meeressman, Vice-President, Sergio Veneziani, Secretary; 
Domenico Vlacos, Treasurer. 

Other changes in the leadership of ICAK-Italia: 

2007-2010: Antonio Gil, President, Jean-Pierre 
Meeressman, Vice-President, Sergio Veneziani, Secretary; 
Robert Morrison, Treasurer. Advanced courses, in this 
period, were given by Chris Astill-Smith (2008) and John 
Diamond (2009). 

2010-2014: Robert Morrison, President. Dr. Morrison 
obtained his DIBAK qualifications and organized some 
100-hour courses plus advanced seminars by Dr. Schmitt 
(April 2010 & October 2011), Dr. Blaich (November 2010), 
Dr. Leaf (March 2012), Dr. Belli (November & December 
2012), Dr. Maffetone (March 2013), Dr. Schusterman 
(March 2014). 

2014-Present (2018): Laurent Nappee, President. 
Advanced courses have been taught by: Dr. Stephen 
Gangemi (March 2015), Dr. Thomas Rogowskey (April 
2016), Dr. Alan Jenks (April 2017), Dr. Michael Allen 
(March and May 2018). During this time D Jenks presented 
the AK basics with 50 and 100-hour courses. 
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AK Journal 


The AK Journal was published by Castello Editore in 
Italy ran for 21 issues from 1998 to 2006 and had a large 
readership with almost every AK Chapter in the world 
subscribing all their members as a group. The AK Journal 
with Antonio Gil as editor, at one point was surviving 
finically due to the enthusiasm of the AK chapters and also 
paid advertisers such as Nutriwest, Biotics, and Standard 
Process. 

Deciding what material to publish in the AK Journal 
was the responsibility of the Editorial Board included 
historic names such as George Goodheart, David Leaf, 
Sheldon Deal, Eric Pierotti, Hans Garten, Michael Allen, 
Chris Smith among others. 
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and Kinesiologic Medicine 
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Applied kinesiology's 
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Applied kinesiology 
and the Immune system - Part 2 


Functional Temporomandibular Disorder 
and Defective Dental Position 


The Temporomandlbular Joint: 
A new paradigm - Part 1 
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Applied Kinesiology Expands 
Through Europe and Russia 


As we have seen above, International lectures by 
Goodheart as well as group meetings began in Europe in 
the 19708. The first European meeting was held in France 
in 1976. 

There wasasmall band of European physicians behind 
this including Jean-Pierre Meersseman, Richard Meldener, 
and Xavier Gillet. One of the first 100-hour courses was 
organized in 1982 in Interlaken, Switzerland and taughtby 
Dr. David S. Walther. The AIKA (the Associazione Italiana 
di Italiana Kinesiolgia Applicata ) started around the 
same time as the ICAK-Europe chapter. They allowed only 
chiropractors, dentists and medical doctors asmembers. 


George and JoAnn Goodheart 
greet Richard Meldener and his son 


Dr. David Leaf sponsored AK ski seminars in France 
and Switzerland that laid some of the groundwork for the 
organizational development of ICAK in Europe. 

Dr. Joe Shafer was chosen as the first president of the 
new organization, and he was a Diplomate. Dr. Shafer 
realized that if AK was to grow in Europe, AK needed to 
include other professional groups, even physiotherapists. 
The task of getting them into the organization proved to 
be a challenging one. Dr. Shafer made the plea that if the 
group failed to include other professions, then the more 
powerful professions would take AK and run away with 
it anyway, and then ICAK would have no control of the 
direction taken. 

Dr. Shafer thought that if ICAK could geta ‘foot inthe 
door’ in Europe and permit the other professions to enter 
into the organization and learn AK methodologies, then 
it would just be a matter of time before acoeptance of the 
other professions became a common thing, as it is today. 
Shaferhadtogetthebylaws passed through thechiropractic 
‘senate’ that could have blocked the fledgling start of AK in 
Europe. Another goal was to get someone from one of the 
“non-accepted’ professions into the administration of the 
new ICAK Europe (ECAK) organization. Shafer was able to 
convince the group to write the bylaws so that Osteopaths 
andPhysiotherapistscould become“Non-voting” members. 
This permitted them to attend ICAK educational seminars, 
but not have too much influence in the organization. Also, 
the bylaws required that elected officers of ECAK have at 
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alsoset up The Academy ofSystematic Kinesiology (TASK), 
which offered training to lay people. He later hosted the 
ICAK-USAs Dr. Sheldon Deal DC, DIBAK, to teach some 
of his shortcuts in Applied Kinesiology to this group. 

However Butler failed to attract many healthcare 
professionals and it was not until the early 1980’s that an 
ICAK credited Professional Applied Kinesiology course 
was officially taught byan ICAK Teaching Diplomate in the 
UK to licensed healthcare professionals. 

While both Goodheart and Walther had made brief 
appearances in the UK, it was not until 1984, under the 
auspices of the University College of Osteopathy, formally 
known as The British School of Osteopathy, (BSO), that its 
post-graduate department ran the first ICAK Diplomate- 
led course in Professional Applied Kinesiology (PAK) in 
the UK. 

Dr. Antony Newbury, president of the International 
Academy of Oral Medicine and Toxicology, had previousiy 
been involved in helping put on acourse on the treatment 
ofthe Temporomandibular Joint the year before at the BSO. 
He had attended a dental seminar on effect of the TMJ on 
health given by Dr George Eversaul in Las Vegas where he 
had come across PAK. 

Newbury was demonstrating AK and some of those 
who saw this were ‘'hooked’. Dr. Newbury found Richard 
Meldener DC, DIBAK in Paris asthe only AK Diplomate in 
Europe at this time and it was decided to ask him to teach 
at the BSO. He first agreed to come and teach some of the 
post-graduate departments board the basics, to see if they 
wanted to set up a complete official post-graduate course. 
Richard Holding DO, then a member of the BSO's post- 
graduate board, thought they could use the weekend, held 
at Tony Newbury’s Harley Street office, to see if others were 
interested. They invited a small group of senior members 
of the BSO faculty, such as former Dean Colin Dove DO, 
and member of the post-graduate board, Stuart KorthDO, 
founder of the Osteopathic Centre for Children & Chris 
Astill Smith DO, among others. Richard Holding, DO was 
also heavily involved in teaching the Sutherland Cranial 
Teaching Foundation (SCTF) cranial osteopathic post- 
graduate courses run each year at the BS.O. 

Holdingfirstheardof Dr. Goodheartthrough DrRobert 
Fulford DO, who along with several other of Sutherland’s 
respected students, came to London from America to the 
BSO each summer to teach Sutherland’s cranial osteopathic 
ideas through the auspices of the SCTF. Fulford obviously 
knew Goodheart but Holding did not know enough to ask 
him about the connection. Fulford thought Goodheart and 
Sutherland were very great pioneers! 

Professor Andreessen, an orthopaedic surgeon who 
taught undergraduate myology at BSO with Chris Astill- 
Smith, was also interested in PAK, and introduced it there, 
not telling them what it was. Like Newbury and now 
Holding, he had comeacrossPAK and wasalsoenthusiastic 
to get a course running at the post-graduate department, 
but some of the faculty at the BSO did not greet this with 
enthusiasm. 

As Colin Dove said, 

“Tremember the event with Meldener at Tony 
Newbury’s and the battle to get AK launched at the 
BSO. So many of our colleagues failed to realise that 
we were running a business. You get bums on seats 
by providing what people want not by providing 
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what you think they should study”. (Personal 
Communication with CL), 23rd July 2013) 


Richard Holding remembers: 

“At the next meeting, we argued for several 
hours that a chiropractor could teach at the BSO 
and that he would be paid substantially more per 
hour than anyone else at that point. I would then be 
course director for the 100-hour course. 


I invited The Anglo European College of 
Chiropractic in Bournemouth, (now AEEC 
University College) to share alternate weekends but 
was told it was not ethical to share! I remember 
we then ran several 50-hour courses, over several 
summers in the mid-1980’s with Richard Meldener 
atthe BSO when it was at its rather grand Trafalgar 
Square location, until Chris Astill-Smith was the 
first British ICAK-Diplomate in 1988 and he took 
over. 


Ken Eddie, from the nutrition company Nutri 
Advanced, found Alan Beardall DC at a Nutri 
West (nutrition company) Extravaganza in the 
US. I circulated widely for Alan though at first he 
sent John Bandy to do a basic course for him. We 
did several courses with Alan at the BSO until one 
Post Grad Board meeting they dropped me from the 
board and stopped all the courses. Ken took over 
propagating the Beardall courses up until Beardall’s 
sad, untimely, death”. (Personal Communication 
with CLJ, 13th July 2013) 


In front from left to right: David Melrose, Mark Mathews 
at the Milan ICAK Conference, 1988 


Dr. Beardall’s work was brilliant and highly detailed 
research into Goodheart’s work became known as “Clinical 
Kinesiology”, perhaps starting the growth of “Alphabet 
Kinesiologies” as more 
and more researchers, 
of various talents and 
persussions added to 
and changed Goodheart's 
insighis. 

Dr. Beardall and his 
wife tragically died while 
in the UK at acourse that 
was being taught with Dr. ww 
Richard Meldener. They 
were likely victims of 
driving on different sides 
of the road in the UK... 
they must have forgotten 
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where they were after 
teaching in Leominster, 
and when they came onto 
the main road they stayed 
on the right and drove 
head on into alorry. They 
were killed instantly. 
Despite the lack of 
enthusiasm from AEEC, 


several chiropractors 
joined the osteopaths, 
dentists and renegade 


medical doctors in the 
early courses. Meldener 
had a special interest in 
the TMJ and one year 
attracted a particularly 
large body of dentists to 
learn AK. 

Meeting Goodheart on one of his early visits to the UK 
was a great excitement. (Goodheart had been stationed in 
the UK asa young officer in tne USAF during World War II 
where heshowed his genius for lateral thinking in tweaking 
designs for aircraft weaponry). 

The 50-hour courses each summer were stronger on 
some sections than others and it wasstill difficult to gather 
the whole scope of Goodheart’s findings. The Atlantic was 
much “bigger” than it is today, so it was a great moment 
for many UK doctors, who knew they had discoveredtheir 
life's work in his. 

Around this time the Australian psychiatrist and AK 
enthusiast John Diamond MD appeared in London and 
taught hisown Goodheart inspired ideas to an enthusiastic 
audience, but by the later 80's the more impenetrable, 
muscle-meridian-psychological side of AK was driving a 
few away from gaining a full mastery of the exciting but 
elusive treasure trove. 

With first John Bandy DC and later, Alan Beardall 
DC, arriving to teach further complexities of manual 
muscle testing, a split started to appear in the small band 
of osteopathic AK enthusiasts. Some, like Richard Holding, 
became firm enthusiasts of Beardall’s Clinical Kinesiology 
model, while others 
either drifted away or 
were a bit bereft as to 
how to take their PAK 
studies to fruition. 

Already there 
were increasing inter- 
changes between the 
growing body of 
AK students across 
Europe, first 
some pioneers came 
to London to hear 
Meldener, secondiy 
with the newly 
founded ICAK- 
Europe chapter. But 
quite soon after this 
pioneering new Pan- 
European chapter 


George J. Goodheart, Jr. 
Major, US Air Force 
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was founded it was soon clear that separate national 
chapters would be needed to meet the differing needs of 
different professions attracted to Goodheart’s findings 
across Europe. David Leaf was teaching his annual ski 
seminar in Switzerland, but these were often too costly 
for some of the younger clinicians in their early years of 
practice, with small children and big debts, but apart 
from Meldener there were no other resident European 
Diplomates. 


George Goodheart demonstrating “reactive muscles” 
with David Leaf in Paris, 1990 


By 1987 the ICAK-Europe Chapter was formed 
and started to hold annual conferences. After one in 
Switzerland in 1987 and Milan in 1988, the UKenthusiasts 
werestrong enough to take on organising the International 
conference in London in 1989 under osteopatn Mark 
Mathew’s organisational drive and were very happy, and 
not a littlestar- struck at that time, to have both Goodheart 
and Walther as keynote speakers. 

Dr. Chris Astill-Smith took time off from lecturing 
and seeing patients to hit the books and came back from 
America in 1988 as the first non-DC to be accepted as a 
Teaching Diplomate of the International Board of Applied 
Kinesiology. To the rest of his AK peers who had studied 
alongside him on those wonderful, if at times confusing, 
summer AK courses through the preceding four years 
with Richard Meldener, this seemed a quite remarkable 
achievement. AK teaching being less codified and 
standardized at that time. 

Chris Astill-Smith’s new Diplomate status, allied 
to his extensive experience of osteopathic education 
at the BSO, combined with his natural gift for making 
complex material understandable launched a remarkable 
flowering of PAK across Europe. He began teaching AK 
all over the continent along with ICAK-E’s indefatigable 
expat President, Diplomate Joe Shafer DC, then based in 
Denmark. Drs. Astill Smith or Shafer were then running 
courses in the UK, Denmark, Germany, and Italy and by 
the early 1990'sspreading the word to an enthusiastic core 
ofRussian doctors not long out ofthe iron grip oftheSoviet 
Union. 
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Alison (+ baby CJ) Astill-Smith and 
Chris Astill-Smith, Bath UK, 1992 


Astill-Smith, the first in the UK out of the block with 
teaching Diplomate status, almost single handediy set 
up and ran ICAK-UK in its early days, enthusiastically 
teaching the basic course in the UK, regularly travelling 
to what was regarded as ‘the source’ to learn new angles 
from Goodheart and others in the ICAK-USA, and sharing 
them with a growing body of AK aficionados at ‘Up-date’ 
weekends in Bath or Oxford back in the UK. 

At the international ICAK Conference in Paris, 1990 
the ideaofasub-Diplomate status was introduced by Astill- 
Smith, at the request of the Osteopaths in the UK: The 
Certificate Clinical Competence. 

The following year at the International Conference 
in Copenhagen (organised by Shafer and a small but 
enthusiastic group of Danish AK students), the first two 
MD Diplomates, Wolfgang Gerz and Hans Garten from 
Germany passed the Diplomate exam and they started 
to take over from Astill-Smith much of the teaching in 
Germany and Austria. 

The following year in 1992 two more UK osteopaths, 
Alison Astill-Smith (then married to Chris Astill-Smith) 
and Clive Lindley-Jones, took the Diplomate exams in 
Brussels, perhaps the only IBE exams to allow extra time 
for breast-feeding, as Alison with still nursing their first 
son! 


e- 4 f 
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Early female Diplomates -- UK Osteopaths Tracy Gates and 


Alison Astill-Smith - start to change the male-dominated 
European AK teaching scene 


Throughout the early 1990's others in the UK, like 
the indefatigable Tracy Gates DO, Pauline Mathers, DO, 
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and the innovative Simon King DC followed, gaining 
Diplomate status and joining the other new Diplomates 
around Europe starting to teach the now more organised 
teaching schedule of the original 100-hour AK course. At 
that time it was hoped that thissmall but growing torrent 
of Diplomates was going to carry on, and yet from there, at 
least in the UK, few more joined the ranks formany years. 
Despite many weekends of enthusiastic teaching and 
learning going on to the present day, the post-graduate 
teaching and learning world haschanged and perhaps, 
despite the increasing demandsfor ContinuingProfessional 
Education hours, with the advent of the demands of 
Evidence Based Medicine (EBM) and ICAK’s slow 
adaptation to these demands, along with theexpansion ofa 
myriad osteopathic and chiropractic post-graduate courses 
on offer, the red hot enthusiasm for all things “Goodheart”, 
so exciting to earlier generations in the 1980s has not 
struck in the hearts of as many in the UK, as early promise 
might have lead us to expect. This slight dimming of the 
passions for AK however has not occurred with everyone 
or everywhere, as the German, Russian, Australian and 
Korean experience has shown. 


Clive Lindley-Jones, Hans Garten, Chris Astill- Smith, 
Richard Meldener, and Joe Shafer, 
at European Diplomates meeting Monte Carlo, 1995. 


AK in the UK has however attracted a steady flow of 
students, each year, from those early days in the 1980's to 
the present, mainly osteopaths and chiropractors with a 
smatteringofmedicaldoctors lookingbeyond theprevailing 
medical model. The classes of first Chris Astill Smith, then 
Clive Lindley-Jones and later Tracy Gates, Pauline Mather 
and Simon King, keptasmall but enthusiastic group going. 

When in the late 1990's Chris Astill Smith stepped down 
from the Presidency, vice president Clive Lindley- Jones, 
by then busy trying to assist the Sunflower Trust in 
promoting an AK-based model helping children thrive at 
school, decided he did not have the time to run the chapter 
and assist the charity and so was happy to see Tracy Gates 
take over asPresident, arolesheheld very capably for many 
years alongside her work as secretary to the International 
Board of the ICAK. Eventually as the others dropped out 
from teaching the basic course, Tracy Gates was for many 
years left teaching the entire basic AK course in the UK. 

There have been new and enthusiastic faces takingthe 
diplomate exam in recent years in the UK, such as Karen 
Willis, Alan Jenks and Jim Townsend — however Alan and 
Jim moved to Holland! 

Thanks to Dr. Joe Shafer’s wisdom and tact (following 

Goodheart’s aphorism that ‘you only keep what you give 
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away’), who encouraged and maneuvered ICAK to open 
its doors in Europe beyond the chiropractic profession, 
Astill-Smith’s excellent teaching talents and unstoppable 
enthusiasm (if not for air travel, at least for teaching most 
weekendsaround Europe), soon sawPAKspreading rapidiy 
across the continent from the Atlantic to the Urals. 

But at this time a bigger shift was also underway. The 
high standards of German medical education were married 
to the Teutonic talent for organisation and practical 
efficiency. 

One hot summer in the early 1990'sa weekend meeting 
was convened at Clive Lindley-Jones’ house in Oxford UK, 
to thrash out ideas for a combined European AK syllabus, 
to see if the largely UK needs, taken more or less wholesale, 
by osteopath Astill- Smith from the American chiropractic 
model, could be merged with the German syllabus that 
was being developed by the Drs. Gerz and Garten for the 
German speaking students, mainiy coming from a medical- 
physiotherapy background, some with additional training 
in osteopathic or chiropractic skills and philosophies. 

Despite much hard work and great argument this was 
not to be. Each country’s chapter, coming as it does with its 
own historical and cultural differences, attracts a different 
body of clinicians with differing needs and professional 
focus. As mentioned above, most feel more comfortable 
being taught by colleagues of their own professional 
stripe. The freer, early pioneering days of AK in Europe 
in the 1980’s, when a few enthusiasts were happy to cross 
professional boundaries, learn and share from each other, 
all united by their enthusiasm for AK hopefully could be 
sustained permanently in that form, at least in Europe 
despite aslight diverging of basic syllabuses. 

However new pressuress and a harsher, more 
government-controlled professional climate has not been 
kind to PAK except perhaps in Austria where it has been 
acoepted as an accredited medical post-graduate course, 
but then that, sadly, has led to the Austrians leaving the 
international community of ICAK. 

With most of the founding members gone, new and 
younger enthusiasts are in most of the ICAK chapters 
around the world, running with Goodheart’s innovative 
genius. Outside the UnitedStates, thechapters with themost 
vibrant groups seem mainly in the Francophone Canadian, 
German, Russian, Australian and Korean Chapters. And 
yet across Europe from France and the UK in the west to 
Latvia and Russia in the east, passionate enthusiasts teach 
and share the knowledge with undimmedenthusiasm. 

This is not to say that all has been plain sailing in 
PAKSs first few decades, as it has spread across the world 
beyond the shores of its native USA. Like all passionate 
exchanges of scientific and medical insights, it has brought 
both heated debate and, at times, quite bitter conflict, 
argument and organisational difficulties. However it 
would not be stretching things too much to say that this 
joy in the exchanging of insights old and new based in the 
power of Goodheart’s discovery has brought greater inter- 
professional and international friendship fostering mutual 
respect, where only a generation ago it was all out war. 
Some of that good will can be ascribed, not only due to 
Goodheart’s vision and insights, but also to his example of 
old-fashioned ‘Good Heart’. Goodheart was naturally most 
munificent, and grew more so as his influence increased in 
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the world, accompanying what he gave with that courtesy 
and freedom which, to speak the truth, is neoessary to make 
the benefit really compelling for his AK students around 
the world. 


GJG with Early European Diplomates 


Where the professions and countries it has settled in 
are a bit more open to ideas beyond drugs and surgery, 
PAK has thrived. Good examples are, in Europe, the 
extraordinary growth in Germany. Equally in South Korea 
exciting things are being done with PAK that just are never 
considered elsewhere, in a culture that gives parallel high 
statusand demanding education to both western allopathic 
medicine as well as Traditional Korean Medicine. 


Applied Kinesiology in 
Germany 


Beginning in 1984 Wolfgang Gerz (MD), who had 
been a World Champion in the Finn Dinghy Sailing 
class, had participated in the Olympic competitions as a 
competitor. He had problems with his low back during this 
event and was treated by a Chiropractor who used Applied 
Kinesiology. Heimmediately became interested in whatshe 
was doing and bought one of the seminar handouts by Dr. 
David Leaf. 


Drs. Gerz, Alikhan, and Goodheart 
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In 1985 he started his “Chirotherapy“ training in 
Germany, a post-graduate training in manual medicine for 
medical doctors. Atthe training table he met Hans Garten, 
MD, who was doing his specialization in anesthesiology 
and, unhappy with the diagnostic tools this discipline 
offered for pain control, decided to undertake the same 
training. He had been a trained acupuncturist since 1981 
and immediately became inspired by the opportunities 
Applied Kinesiology offered. 

In 1985 Dr. Wolfgang Gerz organized the first 50 
hours training in Applied Kinesiology in Munich Germany, 
which were taught by the first European Diplomate at that 
time, Dr. Richard Meldener. The second 50 hours were 
taught by the second Diplomate in Europe, Dr. Christopher 
Astill-Smith, in 1988, who taught another two series of 100 
hours organized by Hans Garten in Hamburg. 

In 1991 atthe ICAK European Meeting in Copenhagen, 
Hans Garten and Wolfgang Gerz passed the Diplomate 
exam, being the first medical doctors outside the United 
States to take this exam. From then on they started to 
teach medical doctors, dentists, Heilpraktikers and 
physiotherapists in Germany, which seemed to be logical, 
as there were only a handful of chiropractors in Germany. 

In 1992 they founded the “Deutsche Gesellschaft für 
Applied Kinesiology” (DGAK), whose first Chairman was 
Gerz and had medical doctors, dentists, physiotherapists 
and Heilpraktikers. Heilpraktikers area professional group 
in Germany, which has no defined education but who, after 
an exam before a medical board, is furnished a license to 
diagnose and is similar to the naturopathic profession in 
Germany. Unknowingly it had the same abbreviation as 
the association that had been founded by Heilpraktikers 
and laypeople in Freiburg, Germany, who had actually 
taken a “Touch for Health” training and called themselves 
the “Deutsche Gesellschaft für Angewandte Kinesiologie” 
(DGAK). The Freiburg group forced the medical group to 
change its name threatening it with a law suit, which was 
the origin of the German Chapter of ICAK: ICAK-D. 

In 1993 the “Internationale Ärztegesellschaft für 
Applied Kinesiology” (IÄAK) was founded in Klagenfurt, 
Austria, which later changed its name to International 
Medical Society of Applied Kinesiology (IMAK) This 
group acted within ICAK as a profession specific “Inter- 
Chapter-Affiliate”. In 1993 the Austrian Chapter was 
founded (ICAK-A), with members who are medical 
doctors, dentists and physiotherapists. 
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Drs Dieter Becker & Martin Brunck, teachers of Schmitt’s 
Injury Recall Technique in Germany and beyond 


History 


In 1996 Garten founded the “Deutsche Ärztegesellschaft 
für Applied Kinesiology” (German Medical Association of 
Applied Kinesiology, DÄGAK) together with Jeff Farkas, 
an American chiropractor, working in Germany. This 
became the second German Chapter, which had medical 
doctorsand dentists as members as well as physiotherapists 
as associate members. The structure copied the one of the 
Medical Manuel Medicine associations in Germany with 
the intent to bridge the gap between Applied Kinesiology 
and established manual medicine. DÄGAK ever since its 
foundation hassought to promote Applied Kinesiologyasa 
scientificallybased technique of Manual Medicine. The pre- 
requisite for acoeptance of a techniqueshould thereby beat 
least a credible model within the parameters of established 
science. The majority of this growth and activity was done 
with Dr. Goodheart’s blessing. 


Drs. Goodheart 
and Garten 


The three German-speaking Chapters grew relatively 
fast as the acoeptance of Complementary and Alternative 
Healthcare traditionally is quite important among both 
patients and health professionals in Germany, which after 
all is the country of origin ofsuch methods as Homeopathy 
(Hahnemann), neural therapy (Hunecke) and electro 
acupuncture (Voll). 

Helpful in this process has been the publication of 
the first textbook on Applied Kinesiology in German by 
Gerz in 19%, with a second edition in 2000, !’a series of 
educational videos by Hans Garten in 1996, "another two 
textbooks in 2004 (now in itssecond edition) and 2007. 2° 
Thereare textbooks on AK and acupuncture *!and AKand 
cranial osteopathy as well as three handbooks on manual 
muscle testing by Garten, Gerz, and Ramsak. ?!”* 

In November 2004 the IMAK (Chairman Harald 
Stossier) obtained accreditation of the Diploma of Applied 
Kinesiology from the Austrian Medical Chamber for the 
Austrian Chapter, which has an important status in the 
European Union according to its legislation. It is the first 
and only certificate in Applied Kinesiology awarded by a 
Medical Board in the world. 
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the ICAK-board to acoept the Dutch physiotherapists to 
be part of the ICAK-Benelux. Since this time hundreds of 
physiotherapists and manual therapists have successfully 
been educated in the basics of Applied Kinesiology. 

In Belgium physiotherapy is a five-year Master degree 
at all universities, but the chiropractic and osteopathic 
professions are still not recognized by the Belgium 
government, despite their large numbers in the country. 
This is due to an old Napoleonic law, which states that 
only medical doctors are allowed to diagnose. In Holland 
both professions are regulated, although the DC and DO 
organizations still impugn the value and evidenoe-base for 
AK. 

The first sponsor that helped organize the seminars 
in Belgium was Biodynamics, a company selling Nutri 
West nutrition products. The owner, Francis Maes, would 
personally come to every seminar and help in every way 
he could. In 1992, Francis was the one to organize the 
International Annual Meeting in Brussels. With Dr. 
Goodheart present, this became a successful International 
Meeting, and nothing was considered too much for the 
entertainment of ICAK delegates. It took some timebefore 
the ICAK finanoes were back to normal. 

In 2008, Geert Drenth organized the International 
Meeting in Antwerp, “Back to Basics”, which had a good 
turnout and especially the gala-party on Saturday evening. 
This adventure will hopefully be repeated in Bruges, June 
2020. 


Applied Kinesiology in 
Russia 


Dr. Lyudmila Vasilova was the chair of post-graduate 
Manual Medicine in Novokuznetsk, Siberia (Russia), and 
asked JoeShafer (achiropractor) and Chris Astill-Smith (an 
osteopath) to bring the first AK courses to Novokuznetsk 
Russia in the fall of 1991. Dr. Lyudmila Vasilova was the 
driving force for the organized part of ICAK-Russia. 
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Lyudmila Vasilova with flowers, with Vasily Zagura, David 

Leaf, Olegs Suhorukovs and Latvian and Russian delegates. 
Riga ICAK Conference, 2016. 


AK in Russia began in this way. Dr. Shafer went to 
a Russian International Sports Medicine Conference 
in Moscow. While there he gave a modicum ‘5 minute’ 
presentation as they asked the group of chiropractors there 
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History 


if anyone could present something. No one was willing 
so Shafer thought that he might just demonstrate 'Gait’ 
reflexes and facilitation and inhibition. Lyudmila Vasilova 
was present as the chair of Post-graduate Manual Medicine 
in Novokuznetsk, Siberia (Russia). 

She was impressed and had heard of AK and 
craniosacral therapy. She asked Shafer if he could come to 
Russiaand present craniosacral techniques. He told herthat 
he was not acranial osteopath, but an applied kinesiologist 
and that AK had techniques in the craniosacral discipline. 
So she asked him to come and do a 5-daycourse. 

Having never donea5-daycourseand only just putting 
together a 100-hour basic course, Shafer was terrified 
of going to Russia alone and attempting to give a 5-day 
lecture. So, he thought of Chris Astill-Smith, as he was an 
AK colleague and had classic cranial osteopathic training. 
Shafer contacted Lyudmila and she invited them to come in 
the autumn of 1991. 

Dr. Sergey O.Pilyavskiy, MD, DIBAK isaDirectorofthe 
Institute for Clinical Applied Kinesiology in St. Petersburg, 
Russia. In addition to teaching and clinical practice, he 
has sucoessfully 
begun translating 
into Russian the 
textbooks written 
by the leading 
Western applied 
kinesiologists and 
publishiing them 
throughout Russia. 
Sergey is ako a 
Vice President of 


the ICAK-Russia. 
That started 
AK in Russia. 


Lyudmila Vasilova 
has been the main 
driving force for 
the organized part 
of ICAK-Russia. 
Dr. Sergey 


Pilyavskiy, MD, DIBAK 


The History of ICAK in 
the Baltic States (Balticum) 


The history of origins of ICAK Balticum dates back to 
the end of the 1990’s, when Professor Lyudmila Vasilieva 
first visited Riga. 

Lyudmila Vasilieva was one of the first graduates of 
the course, taught by ICAK diplomats Joseph Shafer and 
Christopher Astill-Smith in Russia in the early nineties. 

Professor Vasilieva enthusiastically embedded the 
acquired knowledge into her medical practice, as well as 
widely advocated it. 
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Chris Astill-Smith and Joe Shafer receive warm 
acknowledgement for their role in bringing AK 
to Russia and the Baltic States, Riga 2016 


A professor of rehabilitation, Zinaida Kasvande, 
organized her first introductory course in AK together with 
Professor Vasilieva in Riga. Thecourse immediatelybecame 
popular among doctors, specializing in manual therapy. 
Olga Ivanovskaya, Mikhail Petrov, Vladimir Sklyarevich, 
Anita Dyachenko, Valeriy Kudoyar, Oleg Sukhorukov, 
Visvaldis Bebrißs, Ugis Bekeris and many others were 
amongst the first researchers of a new scientific discipline 
— Applied Kinesiology. In order to continue their studies, 
Sklyarevich, Ivanovskaya, Kudoyar and Sukhorukov 
headed to Novokuznetsk and Moscow, and completed a 
course in manual therapy, specializing in basics of AK and 
muscle testing. 

Thus, groundwork was laid for the following spreading 
of AK knowledge, as well as acquiring it in Latvia and the 
Baltic States. The doctors kept on visiting courses in Russia, 
brilliantly taught by Joseph Shafer, Chris Astill-Smith, John 
Diamond, Hans Garten. 


Baltic state doctors studying AK with 
Dr. Harald Stossier from Austria 


AK doctors from around the 
world enjoy a beer with host, Oleg 
Sukhorukov, after the rigors of a 
traditional Latvian Sauna, Riga2016. 


A new impulse in the exploration and development of 
AK in the Baltics was the organization of a basic course in 
AK in the years 2004-2005 with the participation of German 
colleagues —- Wolfgang Gerzand Karmen Kannengeizer. An 
off-site training course, which took place on the island of 
Rugen, Germany, rallied the Baltic colleagues based on a 
common interest in studying AK. In 2005, the foundation 
of the Baltic society of AK - ICAK Balticum, appeared to 
be a logical continuation. 

With the participation of Estonian doctor Vasiliy 
Zagura, Lithuanian doctors Alfredas Marushko, Almantas 
Pocius, Dalus Barakauskas and others, it was possible to 
expand the geography of AK and create a department of 
ICAK.ofthewholeBäaltic region - ICAK Balticum. Wolfgang 
Gerz and Michel Allen were significantly involved, and so 
were John Diamond, Joseph Shafer and Tracy Gates, whose 
motivational performance helped found ICAK-Balticum. 

The foundation of a regional organization in AK 
allowed a more active participation in ICAK conferences 
all around the world. One of the highlights is when Valeriy 
Kudoyar and Oleg Sukhorukov visited Detroit in 2007. 
The colleagues had an unforgettable time acquiring new 
experiences and studying emotional sides of the health 
triad, in a course taught by a prominent psychiatrist, 
one of Goodheart’s first followers and closest allies, John 
Diamond, in his New York home. 

The doctors were initially impacted by the founding 
father of AK, George Goodheart, in his home in Detroit, 
with the active participation of John Diamond. The 
communication and help of colleagues has supported 
ICAK-Balticum on its thorny path in mastering AK. On 
a conference in Amsterdam, Hans Garten, in a private 
conversation, offered Oleg Sukhorukov to take the ICAK 
diplomat exam. His offer was motivated by the fact, that, if 
Oleg, a Russian speaker, were to pass, it would be possible, 
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with translations, for Russian- speaking specialists to pass 
the exam in their mother language. 

A hard time started for OlegSukhorukov - a period of 
passing the diplomat exam. 

Boston, Toronto, Berlin, Bordeaux, and Vienna - these 
were the geographical stages of passing the exam. Having 
passed it in 2010, OlegSukhorukov wasacoepted into IBE - 
theexamination committee. Theexam questions havesince 
then been translated into Russian. Soon, there were new 
ICAK diplomats: Tatyana Chernishova, Sergey Pilavsky — 
they passed the exam in the Russian language. Once there 
are candidates in Latvia, who would want to pass theexam 
in their mother languagg, it will facilitate the translation of 
the exam questions into Latvian. 

The organization of regular seminars with the 
participation of famous specialists, such as John Diamond, 
Tracy Gates, Joseph Shafer, Chris Smith, Harald Stossier, 
Jose Palomar and others contributes to the support of 
interest in AK among specialists in the Baltics on a high 
level. The sucoess in medical work among the specialists, 
who have acquired AK, graphically demonstrates the 
advantages of this medical discipline. AK is being moreand 
more popularized and it gives ground to hope that there 
will be a new generation of specialists, who would like to 
study AK, as well as that there will be new wonderful pages 
in the history of AK of ICAK-Balticum. 

With the holding of the 52nd annual ICAK conference 
“Balance & Harmony” in Riga, Latvia in August 2016, 
ICAK-Balticum became truly on the international AK map. 

 T— er 
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International ICAK Conference 
comes to Riga, Latvia, 2016 


Applied Kinesiology in 
Australia 


The very first Australian exposure to AK was to four 
undergraduate students at Palmer College in the early 
1970's. They were lan Hope, Mario and Henry Sabella and 
Donald McDowall. Dr. Goodheart instructed them during 
his presentationsat local chiropractic association meetings. 
In their graduation year Mario, Henry and Donald felt 
confident enough in AK techniques to begin teaching 


AK 


small AK classes at the Palmer College in 1973 and 1974. 
Dr. Mario Sabella was involved in forming the very first AK 
Club. 

Before graduating, Mario Sabella went on to work in 
Dr. Goodheart’s Detroit practice in the Michigan Building, 
famous for where Henry Ford made his first car. Dr. 
Goodheart felt the environment of Henry Ford'sccreativity 


in this building inspired him to innovate. 
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While lan Hope 
was waiting to graduate 
in 1974, Mario Sabella 
returned to Australia in 
1973 and worked in lan 
Hope’ first practice, the 
Macquarie Chiropractic 
Clinic in Belconnen, 
ACT. There, Dr. Mario 
prepared an AK 
chiropractic practice for 
his friend lan. 

Donald McDowall 
returned home to 
Canberra in 1974. After 
working in his father, 
Keith McDowall’s 
practice for 2 years, 
Donald purchased the 
Macquarie Clinic from 
lan Hope in 1976. Henry 
and Mario moved to 


Newesste, NSW to 
establish another AK 
practice. 


Dr. Goodheart 
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he Michigan Building is built upon 
the site where Henry Ford began 
experimenting with the motorized 
vehicle in 1892. 


In 1964, Dr. George Goodheart 
discovered Applied Kinesiology here. 
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gave Donald, Mario and Henry a letter of authority in 
1976 to teach his work -- via the authority of Australian 
Chiropractors Association (ACA) and under academic 
approval of thePhillip Institute of Technology (PIT) -- prior 
to the Chartered Diplomat’s meeting of the inauguration 
of the ICAK. All profits were given to the Institute to help 
establish the new chiropractic program. Mario Sabella was 
the only Australian able to travel to attend the 1976 ICAK 
foundation meeting in Dearborn, Michigan where he was 
awarded the Chartered Diplomat status. 

Donald McDowall was able to travel to Dearborn, 
Michigan in 1977 and sat the first trial of the written 
section of the Diplomate exam. He sat and passed the 
practical section in 1978 for his Diplomate award. Donald 
McDowall became the first Australian to complete the 
Diplomate of the International Board of Examiners of the 
ICAK. Donald began teaching AK in Canberra in 1978 
using the first official ICAK approved Walther Seminars’ 
materials upon their release in 1978. Dr. Mario Sabella used 
these same resources to teach AK in Sydney. HenrySabella 
practiced AK but didn’t take on the teaching duties. 

Both Drs. Donald McDowall and Mario Sabella were 
responsible for lighting the flame of interest in AK, which 
grew rapidly over the next few years. 

Not unlike themselves, Donald and Mario’s early 
teaching at Preston Institute sparked the interest of many 
students to investigate AK further. One student at the 
time, Victor Portelli, began taking the 100-hour courses 
offered by Drs. McDowall and Sabella concurrently. Victor 
completed 4, 100-hour sessions with Dr. Sabella and 3 with 
Dr. McDowall from 1978. 

The first AK seminars were sponsored by and 
coordinated through the Post Graduate division of the 
International College of Chiropractic in Australia (ICC) 
beginning in 1976-79. 
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History 


Dr. Portelli taught an unofficial AK introductory class 
to around 40 students of the Preston Institute Technology 
(PIT) in 1984-85 for no fee and among those first exposed 
were the people that would eventually form the local 
association. 

One of these students did further courses with Dr. 
Sabella and became the first student from PIT to pass the 
Diplomate exams in Washington DC in 1987. 

During a week-long skiing trip to Falls Creek in the 
Victorian Highlands in the early to mid-1980s, adedicated 
group of young enthusiastic doctors keen on AK thought 
it a great idea to form a exclusively chiropractic AK 
Association. These hearty souls included, Robert Peacock, 
Victorand Peter Portelli, Keith Maitland, Joe Krawec, Barry 
Decker, Andrea Bisaz and a few chiropractic studentsfrom 
PIT. During the morning they thrashed their bodies on the 
slopes and in the afternoon and evening they thrashed their 
brains trying to work out how to start up an organization 
from scratch. 

With little experience of how associations or 
committees worked, they forged ahead seeking legal advice 
largely paid for by Victor Portelli and they decided toform 
an exclusively chiropractic association to be named The 
Chiropractic Applied Kinesiology Association. (CAKA) 

Dr. Portelli was elected the inaugural president with 
Robert Peacock as his vice president and a few enthusiastic 
people who formed the bulk of the committee including 
Joe Krawec, Andrea Bisaz, Barry Decker, and Keith 
Maitland but withoutany formalstructure. Thegroupgrew 
exponentially over the first couple of years in the mid 1980’s 
to around 200 members, who had a strong interest in this 
new and exciting technique and wanting to knowmore. 

In 1987 Keith Maitland became the first Australian 
trained chiropractor to successfully pass the diplomate 
exams in Washington DC and soon after his return to 


APPLIED 
KINESIOLOGY 
RESEARCH 
SEMINARS & 
WORKSHOPS 
for 1977 


240. = 
NE 


Queensland he began teaching AK certification series using 
Walther’s materials which included manuals and slides. 

The first official seminar of the fledgling association 
was held in Melbourne on December 5", 1987 and featured 
both Donald McDowall and Keith Maitland as thespeakers 
and was very well attended with many travelling from all 
over the country to attend. 

Victor Portelli served 2 terms as president and was 
sucoeeded by Robert Peacock. 

During Robert Peacock’s presidency and the fast 
expansion of the group it had become clear that a formal 
structure to the committee was becoming a requirement, 
especially as they were seeking recognition asasubchapter 
of the ICAK. A name change of the organization to better 
reflect the true direction of AK which was being embraced 
by other non-chiropractic professionals internationally, 
getting away from an exclusively chiropractic organization, 
also became a priority. 


mn 


Eric Pierotti and George Goodheart relax downunder 


Dr.EricPierotti, theeducation officerforthe Australian 
Chiropractors Association (ACA) in South Australia and 
with many years of committee and seminar experience, 
was himself an avid fan of AK, had staged several 100-hour 
basic courses for Mario Sabella. He had also sucoessfully 
brought Dr. David Walther to Australia for seminars in 
both Adelaide and Sydney, and was recruited to the board 
as secretary in early 1988 and mandated with getting the 
house in order. 

Robert Peacock and Eric Pierotti, spent 2 days 
in Melbourne rewriting the association bylaws and 
formulating a formal board structure using the ICAKUSA 
board as a template and the recruitment of likeminded 
people to fill the board roles. 

One of the earliest boards consisted of: 


President...................... Robert Peacock 
Vice President............... Keith Maitland 
SCHEN Y neeennsnnesessnatee Eric Pierotti 
Treasurer .....aaaaaaaannnnnnnnn lan Niven 
Collected Papers ........... Braden Keil 
Newsletter editor .......... Frank Marcellino 
Sub Editor Newsletter.... Victor Portelli 
Seminars... Joe Krawec 


Committee Members .... Keith Keen, AndreaBisaz 
The decision was taken in 1988 to make the name 
change to the ICAK-A and forward our bylaws to the US 
and becomean official chapter of ICAK, which wasacoepted 
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making Australia the second official chapter after Europe. 
In 1987 Eric Pierotti was the first elected international 
representative to ICAK and travelled to Chicago in 1989 to 
represent the Australian interestsat his own expense, atthe 
now famous Super 25 meeting. He is still the Australasian 
representativeand has not missedan international meeting 
sinoe. 


John Wittle and Tracy Gates, the former and next 
President ofICAK, enjoyingthe International Meeting 
in Cairns Australia, 2013. 


By 1990, the association had grown on the strength of 
providing AK seminars as well as AK certification series 
taught by the new Diplomates on the block, Victor Portelli 
and Robert Peacock. 

During this time Victor Portelli in collaboration with 
Frank Marcellino, were researching and developing their 
new Visceral Biomechanics techniques which have gone 
on to be lauded internationally. Robert Peacock’s interest 
and expertise in clinical biochemistry saw him develop and 
teach his very successful Chiropractic Ecology seminars. 
Keith Maitland was no longer teaching a basic course. 
This left a rather large hiatus in terms of teaching of the 
basic course. There was of course a veritable smorgasbord 
of weekend seminars of all manner of topic from this very 
active group of Diplomates and other non-Diplomates 
busily developing techniques and protocols using AK 
methods. 

This void was filled by Keith Keen who was awarded 
his diplomate in 2001 and took up the teaching mantle and 
worked tirelessiy on providing the basics to hundreds of 
willing students single handediy for the next 6 years. Eric 
Pierotti in 2007 passed the exams and together with Susan 
Walkeracouple of years later began to teach the basic course 
and together formed the so-called “Three Musketeers” 
teaching team. This was the first time in Australia that 
the basic course was taught using the very same manuals, 
PowerPoints and teaching aids and providing the exact 
same information so that if astudent missed assession they 
could doacatch up atanother time in another city. This has 
seta preoedent for the rest of the world to follow. The trio is 
still working together sharing the load of basic courses all 
over Australia 10 years later. Trevor Chetcuti and Stephen 
Sassinis Shashan and Tracey Ladermann who look after 
Melbourne and Michael Hooker who now teaches in his 
homeland, New Zealand, have now more recently joined 
them. 
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Key players in the Australian chapter workingout 


Robert Peacock served 3 terms as President and was 
succeeded by Keith Maitland in 1991 and served to 1922. 

Eric Pierotti was elected president in 1993 and held 
that position up to and including 2000 when Australasia 
became only the second chapter to host an International 
meeting outside of the US, after Munich in 1997. 

He was succeeded by Richard Cheyne from New 
Zealand, Keith Keen and then Donald McDowall, who all 
served multiple terms with distinction and brought their 
own unique expertise and style to steer the board. 

Our current president (2018) is MaryPapatheocharous 
who has held the position for 2 terms now and has brought 
a new freshness and direction to the board after serving as 
a committee member for some time. 

The current board (2018) also includes Eric Pierotti, 
Vice President/ International Representative; Ara Amai, 
Registrar; Leesa Payne, Treasurer; Catherine Langford, 
Secretary; Andrew Powell, Newsletter Editor; Trevor 
Chetcuti, Graham Taylor, committee members. 

The association now boasts 10 Diplomates (after the 
tragic passing of Robert Peacock, after a long illness), 8 
of whom are certified teachers, and are held in very high 
regard by the AK community. 

Australian AK Diplomates have always been actively 
involved in international affairs with Keith Keen and 
Donald McDowall working with the IBE for many years, 
Eric Pierotti has served on the IC since 1989 and was 
chairman for 9 years from 1999-2000, and 19 years and 
counting as Australasian international 
representative, IBE procedures chair, vice 
chair of the IEC, and chair of the Dispute 

Resolutions Committee. Trevor Chetcuti 
took over as chair of the IBORs in 2016 and 
is highly regarded for his work with research. 

Australia has had the privilegeof hosting 
2 international meetings, the first in Sydney 
2000, which is still considered a benchmark 
andamodel for howan international meeting 
should be staged. The second in Cairns in 
2013 was also a great success and ICAKA-A 
is proudly hosting their third in Brisbane in 
March 20-24, 2019. 

Today, under the guidance of some 
new and enthusiastic young bulls and a few 
of the experienoed old stagers that refuse 
to ride off into the sunset, the association has over 214 


Donald McDowall presents Scott Cuthbert and his new AK 
textbooks, Cairns International Conference, 2013 


active members in a variety of categories, and include 
members from Japan, New Zealand and Hong Kong, They 
boast a healthy bank account and are providing the highest 
quality seminars with home-grown talentas well as hosting 
renown international speakers biannually. 

Academic interest in AK became “official” for the 
first time internationally in 1977 when the ICC included 
AK in its Research and post-graduate programs. This 
interest may have resulted in a publication by Lines et al 
on neurolymphatic reflex treatment. ”” In 2006 the post- 
graduate section of the Chiropractic Division of the Health 
SciencessectionofRMIT Universityin Melbourne Australia 
acoepted the ICAK’s International Board of Examiner's 
Diplomate as a suitable entry requirement for its Musculo 
Skeletal Management (Applied Kinesiology) degree. This 
program was launched at the Annual Conference of the 
ICAK in Vienna Austria on May 28, 2006. The RMIT 
University seesa strong future in supporting the direction 
that Applied Kinesiology is moving while recognizing 
the work of the ICAK as it teaches and examines new 
Diplomates. The positive outcomes for this program 
include the first support of a chiropractic specialty system 
in the chiropractic division of a government-sponsored 
University in the world. 

At one time AK methods had been taken up by 
approximately half of chiropractors in Australia. ” 


Australian delegates enjoy the Seoul, International 
Conference with Korean friends,2015 
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Applied Kinesiology in 
Japan 


The Chukyo College of Chiropractic in Nagoya, 
Japan held the first International Post-Graduate Seminar 
in Japanese history, with Drs. Goodheart and Walther as 
lecturers. In 1982 the Chukyo College began technique 
courses between the college and Drs. Goodheart and 
Walther, and both were installed as Professors Emeritus. ? 
Numerous teaching trips to Japan, Europe, Australia, 
Canada, and all over the United States were a part of Dr. 
Goodheart’s and Walther’s Applied Kinesiologyperipatetic 
life for decades. 

Victor Portelliand other AK Diplomates have travelled 
from Australia and Europe to teach the Japanese AK 
community over several years establishing an enthusiastic 
AK community in Japan. 


The Goodhearts and Walthers take on 
Japan’s sartorial splendor 


Clive Lindley-Jones 
teaching a weekend 
seminar in Tokyo, 


History 


Applied Kinesiology in 
Korea 


In early 1990, somechiropractors were invited to teach 
seminars for the medical physicians in Korea. Two ofthem 
were Rene Espy and Nancy McBride, who were Applied 
Kinesiologists who demonstrated manual muscle testing 
diagnosis and treatment, including joint manipulation. Mr. 
Hongmo Yang, who was a promoter of chiropractic and 
tried to legislate it in Korea, invited them to Koreaasecond 
time, but was not sucoessful. Two of attendees of those 
seminars decided to enter Parker College of Chiropractic 
in the United States in 1994. 

One of them was Dr. Seung-Won Lee, an orthopedic 
surgeon, and the other was Dr. Seung-Il Youn, an Oriental 
Medical Doctor. While at the Parker College they attended 
a 100- hour Applied Kinesiology course in Dallas TX in 
1995, taught by Dr. Tom Rogowskey, a Diplomate of AK. 
They also attended the seminars of chiropractic neurology 
by Dr. TedCarrick. 

After graduation from the Parker College of 
Chiropractic, Dr.Seung-II Youn had practiced chiropractic, 
Applied Kinesiology and Oriental medicine in Dallas, TX 
while attending AK, chiropractic neurology, and nutrition 
seminars. Dr. Seung-Won Lee had returned to Seoul Korea 
to open his clinic to practice a combination ofchiropractic 
and medical approaches. They attended the AK seminars 
of Drs. Goodheart, Blaich, Schmitt, Leaf, Sprieser, and 
Lebowitz. In 1997, theybecameDiplomatesofthe American 
Chiropractic Neurology Board. Dr. Lee taught chiropractic 
neurology to Japanese chiropractors and Korean medical 
physicians for 4 years since 1998. Dr. Lee is also on the 
faculty of American College of Functional Neurology, a 
trainer in Neuro Linguistic Programming and Hypnosis 
since 2010. He is also an associate professor of the Carrick 
Institute (lecturer of functional neurology in Seoul and 
Tokyo), and an instructor at the medical college of Busan 
National University. Since 1997 he'sbeen in private practice 
of a multi-disciplinary clinic (AK, functional neurology, 
orthopedics, functional medicine, NLP, and hypnosis) in 
Seoul, Korea. 

In 2002, both of these doctors achieved Diplomate 
status with the ICAK (DIBAK) and had started to hold 100- 
hour essential courses in Applied Kinesiology for the first 
timein October 2002. Atthe first seminar ofAK, about 150 
medical and Oriental medical physicians attended. This is 
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because many Korean physicians are interested in the field 
of complementary and alternative medicine. The attendees 
of these seminars were from various medical fields such 
as orthopedic surgeons, neurologists, neurosurgeons, 
rehabilitation physicians,anesthesiologists, familymedicine 
practitioners, oriental medical doctors, and chiropractors. 
ICAK-Korea has provided 100-hours courses of AK every 
year since2003. 

Drs. Lee, Youn, Chang-Sik In, and Jae-Woon Lee had 
translated Dr. Walther’s synopsis into Korean, which was 
the first book of Applied Kinesiology published in Korea. 
The official members of ICAK-Korea had translated Dr. 
Goodheart’s book “You'll Be Better: The Story of Applied 
Kinesiology” into Korean in 2009. 

ICAK-Korea was founded in March of 2003, and Dr. 
Lee was elected as the president and Dr. Youn as the vice 
president. In 2004, at the ICAK-International Annual 
Meeting in Boston, ICAK-Korea was approved an official 
member of ICAK.In 2013, 6 doctors have achieved the 
DIBAK. Those are Jae-Won Jung, MD, Won- Bae Moon, 
MD, Se-Hyung Park, MD, Eun-Sang Ko, OMD,Soo-Young 
Choi, OMD, and Dong-Ha Baek, OMD. The seminars 
of AK have been enriched by the participation of these 
Diplomates. In January 2013, Dr. Lindley-Jones held the 
lecture regarding ‘How to Unscramble Hidden mechanical 
problems with Applied Kinesiology’ for the Korean 
physicians. 


In 2014, ICAK-Korea had translated Dr. David Leaf ’s 
textbook ‘Applied Kinesiology Flow Chart’ into Korean. 

In 2016, Dr. Scott Cuthbert presented AK at the 
Jangheung International Integrative Medicine Expo, the 
largest integrative medicine conference in the country, as 
well as at Kyung Hee University in Seoul. 


Dr. Scott Cuthbert presented 
AK and was the 
sole chiropractic representative 
at the Jangheung International Integrative 
Medical Conference, 2016 


The ICAK-Korean board welcomes Clive Lindley-Jones,2013 
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History 


Applied Kinesiology in Chiropractic 


Convinced that he had been led to a discovery that 
belonged to the entire chiropractic profession, Goodheart 
sought to interest others in this form of diagnosis and 
treatment. 

Goodheart’s research was published yearly from 1964- 
1998 in research manuals, articles, chapters in books, 
monthly research tapes, and more. A bibliography of his 
published work is available from the International College 
of Applied Kinesiology , the organization Goodheart 
founded in 1976.” In his seminal work (1992), the 
chiropractic historian Dr. Joseph Keating * applauded the 
ICAK: 

“Unfortunately few chiropractic membership 
organizations in the U.S. can claim to have been 
founded or to function primarily for scholarly or 
scientific purposes. (The Association for the History 
of Chiropractic (AHC) and the International College 
of Applied Kinesiology (ICAK) are exemplary of 
these few.)... There are few organizations of field 
doctors which can make a similar claim.” 


Many members of ICAK have done great work to 
further the standing of chiropractic in the world, but 
perhaps no history of AK in Chiropractic would be 
complete without a mention of Dr. Kathy Conable. 

Not only does she run a busy practice and is a 
professor at Logan University, Missouri, USA, teaching 
undergraduate chiropractic students, she is also one of the 
longest serving members, on all the boards, who has in the 
service of AK crisscrossed the world for so many years, 
to nearly all the International conferences, more recently 
as a long serving President of the International Board of 
Examiners. 

She brings both an intimate knowledge of the lived 
history of AK from its early days along with an academic’s 
rigor, respect for details, good administration and sound 
practice. 


# 
Dr. Katherine Conable 


ICAK Research 


The first book to describe the value of AK to other 
professions -- “AK and the Stomatognathic System” -- was 
authored by Gelb, a dentist, and Goodheart in 1977. ? 

Goodheart set the peer-review trend for AK by 
publishing a discussion of dentistry and AK in 1976. * 
Scopp published the first research paper discussing the 
AK approach to a functional organic disorder with allergy 
testing in 1979. * 


ISSN 2287-7088(Print) 


Research in 
Applied Kinesiology 


Volume. 2 
June 2015 


„_ (International'College of Ap 


There are now over 100 papers published in peer- 
reviewed journals on the methods and outcomes of AK.” 
% Few chiropractic therapeutic methods have been 
investigated or written about as extensively as AK. There 
have been 40 separate books published about AK methods 
since 1964. 

Insupportofthe ICAK’scommon purposeofincreasing 
acosss to AK, and continuing further development, Dr. 
Goodheart encouraged all ICAK members to “promote 
research toshow AK works...” This wasalwaysan important 
point for the leadership of ICAK, and Dr. Goodheart 
was very happy that within ICAK, there was an ongoing 
dedication of time and resources to research. This has been 
documented in the “AK Compendium ofResearch”.® 

The Applied Kinesiology Research and Literature 
Compendium (AKRLC) 2018 provides a theoretic 
foundation for understanding the clinical mechanisms 
that link Applied Kinesiology manual muscle testing 
methods with human health and disease. The functional 
mechanisms of manual musde testing are explored, and 
links between the status of the muscular and nervous 
systems are demonstrated. 


= 245 - 


HAK 


History 


No of 


Members 
Percentage 


This enlarged edition of the AKRLC encompasses the 
following topics: 


« Research supporting the reliability of the manual 
muscle test 
Research correlating MMT outcomes with other 
instruments measuring muscle function 
Research related to treatment effects using AK 
methods: clinical series and case reports 
Research studies examining theclinicalrelevance, 
predictive validity and accuracy of MMT 
Research support for therapy localization method 
inAK 

The Compendium presents an exhaustive review 
of the research literature about AK's clinical methods in 
peer-reviewed scientific journals, that summum bonum of 
21st oentury research validity. Publishing this research is 
a high priority as it helps protect the future of AK. These 
studies include research from chiropractic, biomedical, 
acupuncture, physiotherapy, nutritional, craniosacral and 
osteopathic literature and cover the diagnosis, treatment, 
reliability, and outcome measurements of AK methods. 
Applied Kinesiology’s relevance to neuroimmunology, 
pediatric, and emotional health is also documented here. 

Applied Kinesiology methods now enjoy the highest 
public visibility and patient utilization rate in its history. ' 
Part of its new status in the health care marketplace is the 
result of various studies demonstrating the effectiveness 
and patient satisfaction using AK, CAM, and chiropractic 
adjustment procedures in the management of pain, 
functional organic (“Type ©”) disorders, and improvement 


Percentage of 
quality research 
I Porcantage Papars papers published 
ln nenn. according to 
ICAK Chapters 


in quality of life for patients of all ages. Thesomatovisceral 
aspects of chiropractic and osteopathic treatment have 
often been given short shrift by the research community, 
and research papers included in the Applied Kinesiology 
Research and Literature Compendium show how Applied 
Kinesiology may make unique contributions to the general 
health of the public. 

As AK professionals continue their emergence 
into mainstream health care and as the opportunity for 
multidisciplinary health care partnerships expand around 
the world, the importance of research exploring the roleof 
Applied Kinesiology therapy in the management of spinal 
and systemic health disorders will increase. Understanding 
the published research allows us to grow, learn and modify 
our technique and diagnostic methods to match our 
discoveries and to stay current in the scientificcommunity 
worldwide. 

McDowall observed® that the great majority of 
methodologically useful AK Research papers (from 1974- 
2007) have come from the United States. 

It is true that the evidence that supports Applied 
Kinesiology has some holes in it. However, the suggestion 
that Applied Kinesiology methodologies not be used 
because of these vacancies in the scientific support would 
be to deprive thousands of patients of their chance to heal. 
All of us use electricity and gravity even though we have 
gaps in our understanding of how they work. 

Applied Kinesiology, when practiced by a physician 
who is adequately trained and with a mild degree of 
prudence, is virtually risk-free, and it possesses the 
potential for great help. 


JAN 
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DR. M. B. DEJARNETTE 
Founder and Developer of Sacro Occipitel Technic 
NEBRASKA CITY, NEBRASKA 


January 18.1974 


Dr.George Goodheart 
Detroit,Michigan 


Dear Doctor Goodheart: 


Each year ‚I find more and more doctors writing me that you repeatediy 
mention S.0.T in favorable terms and that is why they become ' rar. A 
I appreciate more than words can express my thanks to yuu £o:: v 
continued boot for my reseärch and writing and teaching. I am .. 
concluding the 49 year and when I pass the fifieth year, I hope | 

are still prosperous and still boosting $.0.T.I hear so many go0a 
things about George Goodheart. 


Again, six billion thanks. 


420) 
u; an 
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After suffering asevere injury (anexplosion), DeJarnette wastreated 
byanosteopathyand laterenrolled in the Dearborn College of Osteopathy 
in Elgin, Illinois. While there he met and studied with William Garner 
Sutherland, the founder of cranial osteopathy. After graduation he 
returned to his home state of Nebraska, where he received chiropractic 
care from the head of the Nebraska College of Chiropractic, and en- 
rolled in this college as well, from which he graduated in 1924 atthe age 
of 25. 

Dr. Goodheart wrote and spoke about Dr. DeJarnette throughout his 
career with specialadmiration (particularly about DelJarnette’s 
cranial, pelvic, and somato-autonomic- visceral discoveries) 
and called him a “five-star general” of chiropractic research. 
Dr. Goodheart’s father was also a student of DeJarnette. The 
influence of both doctors upon the other’s work is evident. 


C.H. Suh, PhD 


Dr. Suh has done essential research for the chiropractic 
profession and invited Dr. Goodheart to thesecond Research 
on Biomechanics ofthe Spine at the National Institutes of 
Health (NIH). 


Drs. George J. Goodheart, Jr. and John Triano confer during 
the FCER’s 1989 research conference. Triano was an editorof 
Walther’s Applied Kinesiology Volume 1 textbook. 


Major Bertrand DeJarnette, DO, DC 
Founder of Sacro-Occipital Technique 


Major Bertrand DeJarnette, DO, DC 


Dr. George Goodheart gave his full 
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Applied Kinesiology course at the 
200th Parker School for Professional 
Success (PSPS) Seminar. 


Correspondence from Dr.Suh to Goodheart, 1971 
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David S. Walther, DC, DIBAK 


David S. Walther, DC, DIBAK 


Dr. Walther wrote textbooks and teaching workbooks 
about Dr. Goodheart's research — these books have been 
purchased by over % of the chiropractic profession alone. * 

Walther subsequently created six textbooks and four 
chaptersfor othertextbooksspanning numerousdisciplines 
including AK and dentistry, AK and complementary and 
alternative medicine, as well aseducational materials about 

AK for the general public. These textbooks have been 
translated into Italian, Japanese, Korean, French, German, 

and a Chinese translation of his Applied Kinesiology: 

Synopsis is underway. Walther also produced over 60 

patient-education pamphlets covering separate clinical 
subjects that havebeensold to clinicians for several decades. 
Walther is cited as the primary reference in hundreds of 
peer- reviewed articles on AK. * 


Dr. Scott Walker 


Dr. Scott Walker (founder of Neuro-Emotional 
Technique) considered Dr.Goodheartanessential resource. 
» Many variables influence pain behaviors and include the 
biological, physiological as well as the psychological. After 
several decades of clinical research by AK physicians, these 
factors appear to be interrelated and provide a basis for a 
holistic biopsychosocial approach to the management of 
pain in a patient-centered approach to care. It is only with 
the appropriate inclusion of mind-body approaches to 
management that the full impact of pain and disease may 
be addressed.” 

A recent summary discusses the importance of “The 
Goodheart Effect”” upon the chiropractic profession and 
principle: * 


“Goodheart’s AK technique offers an important 
diagnostic toolto supplement those already in place. 
In considering how acupuncturists focus upon 
meridians, physiotherapists upon rehabilitative 
exercise, naturopaths upon nutrition, and 
chiropractors themselves may in some instances 
devote their attention to the articulations, Applied 


History 


“Dr. Scott Walker with Dr. Goodheart 


Kinesiology does not overrule the concept of 
subluxations but rather implies that subluxations 
may be attributed to areas in addition to thespine. 
This allows for an integrative model of chiropractic 
healthcare to be developed: 


It frees the profession from having to limit the 
concept of subluxations strictly to the spine orto 
joint aberrations. 

It helps to overcome popular conceptual 
limitations of chiropractors as merely 
practitioners who administer only high-velocity 
thrusts. 

It accommodates the application of physical 
modalities outside of the spine and, as such, 
invites closer collaborations of chiropractors with 
osteopaths, dentists, physiotherapists, massage 
therapists, physiatrists, and acupuncturists. 

By returning the focus to neurological 
imbalance, it immediately allows such major 
determinants of health as nutrition and stress to 
become integrated with the clinician’s central 
tenet and message. No longer do nutrition and 
emotional elements appear as adjunct (and 
possibly alien) concepts which are difficult to 
rationalize with the more traditional chiropractic 
concepts of subluxation.” 


Goodheart Maxim posted in his clinic: 
“Body Language Does Not Lie” 
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Applied Kinesiology in Osteopathy 


Osteopathy has been defined as “a comprehensive 
system of diagnosis and therapeutics based on the 
interrelationship of anatomy and physiology for the study, 
prevention and treatment of disease.” Certainly, no system 
of diagnosis and treatment can be called comprehensive 
unless all the body is included. 

Dr. Andrew Taylor Still (1828-1917) included theentire 
body in his thinking. He defined osteopathy as “a science 
and art including a knowledge of anatomy, physiology, 
biology, chemistry and pathology.” Then he went on to say 
in his autobiography, “I expect to continue searching... 
where I find so much to interest me—in the brain of man 
with its... spinal cord and sets of nerves, branching off, 
completing the machinery which controls the telegraphy 
of life.” 

Dr. William Garner Sutherland (1873-1954) was an 
avid osteopathic student of Dr. Still and followed his lead. 
He further investigated the cranial and cranio-sacral areas, 
which were picked up by Dr. Goodheart’s father (also an 
osteopath) and Dr. Goodheart himself, and this area of 
diagnosis and treatment has been deeply influential within 
Applied Kinesiology. 

Osteopathy has had a different development outside 
the United States than inside. 

While inside the United States the sucoessful 
development of osteopathic medicine to gain a full medical 
license has paradoxically lead to its unique identity being 
blurred and obscured within the medical field, leaving 
chiropractic, albeit with a more tangential publicorthodox 
status, holding the ground, once the province also of 
osteopathy. Within the mixed blessings of the embraoe of 
osteopathy by orthodoxy, American osteopathsopennessto 
or interest in Goodheart’s new found AppliedKinesiology, 
coming as it did from the rival chiropractic camp, fell 
largely on stony ground within the American osteopathic 
profession. In the UK however, the osteopathic Diplomates, 
who stumbled upon AK at osteopathic post-graduate AK 
courses in the 1980's, have largely driven the growth of AK. 
By the 1%0's the lure of wealth, status and position ensured 
all but the boldest US osteopaths turned from their manual 
medical roots in the face of the powerful mid-oentury 
allopathic (drugs and surgery) hegemony. 

In the great majority of countries that osteopathy has 
developed in, beyond its home in the United States most 
osteopaths like chiropractors, work primarily in the realm 
of musculo-skeletal medicine, focusing most of their skills 
on non-surgical maladies of the neuro-musculo-skeletal 
system and do not usually havea full medical license, even 
if, as in the United Kingdom, they are like chiropractors, a 
closed, state registered profession. 

Sadly for those who have gained so much clinically 
from its study, manual therapeutics is still a minority 
clinical interest within the United States osteopathic 
profession. \Why this might be so, is unclear. However, all 
clinicians tend towards conservatism, more easily taking 
and learning from their peers, with more suspicion for 
systems outside their home domain. The historic distrust 
that arose between some osteopaths and chiropractors in 
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the United States tended to spill over onto other lands too. 
The considerable journey of study required to fully master 
the vast range of Goodheart’s scope of exploration, may 
also be a dissuading factor, along with a blurring of public 
and professional understanding of Professional 

Applied Kinesiology and other “Kinesiology” spin offs. 

However, here we will focus on the advantages of 
integrating such ideas, rather than possible reasons forthis 
still appealing to a minority. 

Osteopaths are proud of their hard won palpatory 
skills. To develop the ability to distinguish between subtle 
variations of tissue texture and often obscure variations of 
motility of bony, organ or soft tissuestructures is askill that 
requires many yearsofearnest and daily application. This is 
a hard-won attribute, not easily neglected. 


AK Enhances Diagnostic 
Tools and Scope 
of Osteopathy 


AK.offerstheosteopathawide varietyofenhancements. 
First is that it offers an alternative means to evaluate and 
confirm palpatory diagnostic findings and for measuring 
the outcomes of therapeutic endeavor. 

With the growth of Sutherland’s ideas within 
osteopathy, amild split grew up between those interested in 
and prepared to undergo thearduous journey of proficiency 
in palpating the Involuntary Mechanism ofthecraniosacral 
system, as outlined by Sutherland, and further developed 
by others, sincehis initial insights versus those who wanted 
to follow a more musculoskeletal model. 

Sutherland’s extremely subtle palpation left some 
wondering whether this was a case of operator’s prejudice, 
and giving up on the whole idea of manipulation with 
the cranial mechanism from their frustration in trying to 
sufficiently master the subtle levels of palpation required 
to effectively master this approach. ** This has left a 
rather barren argument within some quarters of osteopathy 
as to the validity of two sometimes opposing approaches, 
leading many osteopaths to see themselves in some way 
on one of two sides of a false dichotomy between so called 
“structural” and “cranial’ approaches to treatment. Still’s 
original insights and approach were themselves subtlety 
itself, which is why those who came after him had difficulty 
always conveying what “The old Master” had been trying 
to teach them. * 

Enter Goodheart — unbeknownst to the greatmajority 
caught up in this false dichotomy, and his adaptation of the 
ideas from Sutherland and others -- to the new-found tools 
of challenge and therapy localization and the functional _ 
manual muscle test (fMMT) into diagnosis and treatment ' 
of the stomatognathic and craniosacral system. | 

With Goodheart’s insights and techniques comes the 
refutation that the relationship of structure and function 
stops at the atlas vertebra. At the same time, while it may 
seem heretical to the adherents to Sutherland’s subtle 
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approach to diagnosis, Goodheart’s novel insights open 
up the whole cranial field to other ways of diagnosis and 
treatment using his tools of challenge, therapy localization 
and the fMMT. 

It can be readily shown — using the AK approach to 
cranial osteopathic diagnosis — that muscular dysfunctions 
as far away from the head as the feet are immediately 
responsive to cranial treatment. For instance it is frequently 
demonstrated by AK cranial practice that functional 
compression of the vagus nerve (at its exit from the skull 
at the occipito-mastoid suture) will produce a host of vagal 
symptoms throughout the body. Reproducible patterns of 
stomach-related muscle inhibition (the pectoralis major- 
clavicular division) will be found which immediately 
respond to the proper cranial treatment at the occipito- 
mastoid suture. AK permits the assessment of the dynamic 
inter-relationships between a patient's digestive, endocrine, 
immune, and hepato-biliarysystemsby isolatingand testing 
their associated external muscle groups that immediately 
respond to “cranial challenges’ at the foramen of thevagus 
nerve. 

For the clinician struggling with micro-disturbanoes 
in the cranio-sacral mechanism, once the methods of AK 
cranial diagnosis are mastered, the whole field opens upand 
the division, so vehemently argued about in osteopathic 
circles, dissolves into irrelevance. 

An important example of a world-famous osteopath 
explicitliy influenced by Dr. Goodheart and AK is Dr. 
Leon Chaitow. Before his reoent death, Dr. Chaitow was a 
practicing osteopath, naturopath and acupuncturist in the 
United Kingdom with over forty years clinical experience, 
as well as Editor-in-Chief of the Journal of Bodywork 
and Movement Therapies (The official journal of the 
International College of Applied Kinesiology). 

In Chaitows books, Goodheart's and Applied 
Kinesiology’s methodsareseenasprecursorstoa “universal 
manipulative approach” that Chaitow suggests will cross 
professional boundaries and offer the safest and most 
versatile methodology for the treatment of patients with 
acute and chronic illness. 

In at least 5 of Dr. Chaitow’s books the work of 
Goodheart and Applied Kinesiology is presented and 
praised. 

e Clinical Application of Neuromuscular 
Techniques, Volumel, 2nd Edition: 
The Upper Body (2008) 

e Naturopathic Physical Medicine (2008) 


© Cranial Manipulation: Theory and Practice, 
2nd Edition: Osseous and Soft Tissue 
Approaches (2005) 

e Clinical Application of Neuromuscular 
Techniques, Volume2:The Lower Body, 
2"IEd. (2002) 

e  Soft-Tissue Manipulation (1988) 

Dr. Chaitow was also invited to lecture to the ICAK 
USA in Detroit, 8 months before Dr. Goodheart passed in 
2008. 

Perhaps the greatest usefulness of AK diagnosis is in 
the area of subtle mechanical disturbance. With theinsight 
of the ‘Body into distortion‘ idea, Goodheart opened up 


History 


Dr. Leon Chaitow 
1937-2018 


Dr. Leon Chaitow 


the common sense idea that patients do not always display 
their signs and symptoms conveniently for us, while Iying 
comfortably supine on a treatment table, but rather must 
sometimes be placed into a more challenging position to 
reveal their patterns of dysfunction. Nowhere is this more 
obvious than in the field of hidden nerve entrapment. 
Hidden in the sense that they are often subtle and 
inaccessible to instant diagnosis — except with the use of 
the MMT. 

Peripheral nerve entrapment was introduced into 
Applied Kinesiology in Goodheart’s discussions of the 
carpal tunnel (1967) and tarsal tunnel syndromes. * (1971) 
Walther’s early review of peripheral nerve entrapment in 
1982 broadened the subject in Applied Kinesiology, and 
served as an outline for a comprehensive AK textbook 
on this subject, with over 200 pages covering peripheral 
nerve entrapments of the lower body. In this text standard 
orthopedic examination and treatment procedures are 
integrated with AK and thoroughly cover the lower 
extremity. ® 

Cranial nerve entrapment syndromes, treated 
with Applied Kinesiology methods, have also been 
discussed in the recent peer-reviewed literature. * Since 
muscular weakness found in routine Applied Kinesiology 
examination may be due to peripheral nerve entrapment, 
it is particularly important that the physician be aware of 
and able to differentially diagnose different types of the 
condition. Failure to return muscle weakness to normal 
function may result from undetected peripheral nerve 
entrapment. Because applied kinesiologists routinely 
test muscles to evaluate function, it is not uncommon to 
come across the more subtle types of peripheral nerve 
entrapment. Subtleentrapment maycause majorsymptoms 
to the patient that interfere with normal function and create 
remote problems. 

MMT offers newfound precision to clinical exam- 
ination by uncovering what is often hidden from view if 
palpation alone is used, and that is the dynamic evaluation 
of muscle function and its effect on structures that must 
pass through areas of nerve entrapment or irritations. 

Goodheart’s insights into the extraordinary potential 
power oftheMMT to uncover hidden dysfunction and link 
ittoa wider vision ofthe whole, through the potentialof AK 
to see the broader picture, the delicate richness of potential 
overlapand interpenetration in the triad of health, givesthe 
clinician a new found access to the holism, often aspired to 
but less often truly acoessed without AK. 
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This best-selling series of AK textbooks has shown thousands of practitioners a faster, surer way to 
help patients with the most. and progressive healthcare approach available today. 
What are you waiting for? 


pplied Kinesiology: 
Clinical Techniques for Lower Body Dysfunctions 


Clearly written and fully illustrated throughout, this text offers practical, comprehensive coverage of the lower 
body and its related disorders. Over 300 pages of highly llustrated material from leaders in the field of applied 


'acute and chronic lower body disorders, the book then addresses the range of AK therapeutic 
options available, with the research evidence base to support these choices. 
In addition to conditions generally considered to be orthopedic, e.g. feel, ankle and knee, there are two 
darin on ae al nerve eı rasen nts in the lower body. There are chapters on eı 
esiology for these dysfunctions. The 
Nee begun u Dr David S. Walther in the 1970's that will provide an invaluable source of reference for 
all students and practitioners in the field of AK and manual musche testing for biomechanical, biochemical and 
psychosocial treatment of lower body disorders. 
Key Features: 
® Most comprehensive aı to foot and aı een ailable 
= “One-stop” texfbook on lower body pain and 
«Detailed, illustrated, evidence-based presentation cl he ekasceilun of muscle weakness to lower body 
pain and dysfunction 
«  Describes the normal anatomy and physiology as well as the most common disorders 
indications for treatments and guidance on making the best treatment choices for each patient 
© Valuable clinical assessment prolocob covering aspects of case history, physical examination supported 
by AK body language, imaging. and diagnostic methods incorporating the AK trind of health phibsophy 
A comparative review of clinical findings from objective and subji examinations for specifie foot, 
‚ankle, knee, leg. pelvic and lumbar dysfunctions 
« Expanded coverage includes additions on the Systemic Conditions of lower body dysfunctions, 
comprehensively updated era and its application to evidence-based approaches to lower body 
problerns, and many new ons 
* Integrates rasen thopadic ie examination and treatment procedures with AK and thoroughiy covers 
the lower extrei 
« Locating and Ench | nerve entrapment is one of the most often misdiagnosed and 
mistreated conditions - this text book pres you how 


Appropriate for- 
* Massage therapy 
* Kinesiologists 
1 4 * Athletic per und pen 
* Exercise therapists, yogn and , 
Pilates Instructorn — 
* Manipulative 


Applied Kinesiology: Clinical Techniques for 
Lower Body Dysfunctions covers the AK approach 
to peripheral nerve entrapments like never before 


To perceive and then to verify through accurate and objective 
dynamic assessment the way in which structures such as the knee 
are highly dependent on full normotonic muscle function, 
to uncovering a treasure trove of discrete malfunction that, if left 
unresolved, may set up the body for later breakdown. Many knee 
problems are the direct result of improper support to the knee from 
the muscles that attach above and below it. Without the level of 
sophistication in application of MMT that Goodheart introduced, 
a myriad of hidden factors are going to be missed. AK attempts to 
identify these altered states of integrative function insofar as they 


impact on the person’s condition. 


ABojoIsaury paıddy 


History 


Applied Kinesiology 


leads 


Applied Kinesiology in Functional Medicine 


The majority of doctors in the healing arts have 
directed their attention toward pathology and trauma 
which are demonstrated by significant abnormalities 
observed in the laboratory, on X-ray, and by standard 
physical diagnosis. The great strides that have been made 
in these fields are commendable, yet there remains the 
patient who complains of headaches, chest pain, or joint 
disturbance - among numerous other “lifestyle” or “stress- 
related” symptoms — but who is pronounced “healthy” 
after a thorough diagnostic workup. These subjective 
symptomsare often diagnosed as psychosomatic or frankly 
ignored because no objective findings are present. Limited 
diagnostic procedures in modern general medicine cause 


JAN 


the physician to only occasionally be able to evaluate the 
cause of these symptoms. 

There is frequentiy an absence of laboratory findings 
because these conditions are usually functional ratherthan 
pathological. Although it has been difficult to evaluate 
this type of condition in the past, systems of diagnosis for 
these functional patterns of body malfunction have arisen. 
Applied Kinesiology has been picked up and used bymore 


and more medical doctors around the world because it 


enables physicians to find the basic underlying cause of 
these previously enigmatic symptom complexes about 
which a large percentage of the population complains. 
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Most illnesses in industrialized societies are due 
to functional rather than pathological processes; most 
pathological illnesses are preceded by a chronic period of 
functional illness. Health is not anaccident; it istheoutcome 
of the interaction of an individual’s genetic constitution 
and environment. Many people “get by” throughout their 
lives without optimal organic or biomechanical function 
and yet remain asymptomatic. This may depend on the 
goddess Fortune as well as the world-view and impulses 
of the person in addition to their inherited characteristics, 
nutritional status, psychosocial factors, life history and 
more - in other words, the entire context within which 
the Applied Kinesiology triad of health is experienced and 
embraced. If one of the objectives of work in this field is 
to prevent illness and ameliorate the burdens of the living 
patient and to help them realize their full potential, then 
what has been discussed in this chapter will become a part 
of the health care approach physicians and knowledgeable 
patients around the world embrace. 

From the beginnings of Applied Kinesiology, 
practitioners have observed an association between muscle- 
joint function and visoeral-autonomic dysfunction. It is 
excitingtoseeaccumulatingresearchanddevelopingmodels 
fromawide rangeofacademiciansandcliniciansconverging 
toward concurrence with the field of Applied Kinesiology. 
This development will, ideally, lead to more coordination 
with physicians from other fields and backgrounds to work 
syneragistically with clinicians utilizing Applied 
Kinesiology methods in the treatment of patients 
with functional illnesses. In fact, it was Dr. Astill- 
Smith who invited Dr. Jeffrey Bland, the father of 
Functional Medicine, to an early AK/Functional 
medicine seminar in Bath, UK in the early ‘90’s 
after which Astill-Smith was invited to present 
AK to the first International Conference of the 
Institute of Functional Medicine in America. 

Evidenoe-based medicine, basic science and 
clinical outcomes data now exists to support 
the assessment and treatment (frequentiy co- 
treatment with other specialist physicians) for 
patients with disordersofthenervous, autonomic, 
neurohormonal, immune, respiratory, circulatory, 
and Iymphaticsystems using Applied Kinesiology 
methods. The objective of this work is to prevent 
illness, ameliorate suffering, and to help patients 
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MTrPs not only influence the muscle in which they reside, 
but that their influence can be transmitted through the 
CNS to other muscles. * According to Simons and Travell 
“the motor effects of MTrPs may be the most important 
influence they exert, because the motor dysfunction they 
produce may result in overload of other musclesand spread 
the MTrP problem from muscle to muscle.” 

Critically important is that according to Travell and 


Simons, an active trigger point will inhibit the function of 
the muscle in which it is housed as well as those which lie in 


its target zone of referral.*' Therefore the weak muscle may 
bewherethe MTrP residesor inamusclewhich experiences 
referred pain from the MTıP, or both. “Although weakness 
is generally characteristicofamusclewith active myofascial 
trigger points, the magnitude is variable from muscle to 
muscle, and from subject to subject. EMG studies indicate 
that, in muscles with active myofascial trigger points, the 
muscle starts out fatigued, then fatigues more rapidly, and 
finally becomes exhausted sooner than normal muscles.” * 


OO Amplitude, normal muscle 
O=-O Amplitude, MTrP muscle 

@-® Median frequency, normal muscle 
@-® Median frequency, MTrP muscle 


At 
Rest 


Start Moderate Prolonged 7 Min 
Activity Activity Activity Rest 


reach their full potential. 


Janet Travell, MD 


Figure 2.3. Comparison of surface electromyographic 
response to fatiguing exercise of normal muscle (black 
lines) and muscle with active myofascial trigger points 
(red lines). The averaged amplitude (open circles) and 
mean power frequency (solid circles) of the elec- 


points start out as if the muscle is already fatigued 
and show that the muscle reaches more 
quickly (and is slower to recover) than normal muscle. 
These changes are ied by accelerated fa- 
tigue and weakness of the muscle with trigger points. 


tromyographic record from the muscle with trigger 


Myofascial trigger point (MTrP) weakness 
occurs when a muscle cannot fully activate all of its 
contractile fibers because of the presence of a trigger point. 
The importanoe of this observation, that motor dysfunction 
and particularly muscle inhibition are present in muscles 
housing MTrPs cannot be over-estimated. The weakness 
results from reflex motor inhibition and may occur without 
atrophy of theaffected muscle, emphasizing Travell’'s insight 
that the MTrP is directly influenoed by the CNS and vice 
versa. A few investigators have reported on the effects of 
MTrPs on muscle activity using newer online computer 
analysis of EMG amplitudes. These reports indicate that 


Figure above illustrates schematically the EMG changes 
observed in exercised muscles with TrPs. The involved 
muscle shows a degree of fatigue at the beginning 

of a repetitive task, with accelerated fatigability and 
delayed recovery. These features are hallmarks of the 
motor dysfunction of muscles containing MTrPs. Using 
electromyographic evidence (Simons, 1993) has shown 
that myofascial trigger points “cause reflex spasm and 
reflex inhibition in other muscles, and can cause motor 
incoordination in the muscles with the trigger point.” 


N 
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Simons et al *" also suggest that the weakness 
resulting from MTrPs must be evaluated both 
staticaly and dynamically, confirming the 
suggestion of Goodheart for the diagnosis of 
MTrPs in AK, the “muscle stretch reaction”. 

Dr. Goodheart was aspeaker with Dr. Travell 
at the Smith-Rowe Memorial Seminar in San 
Antonio Texas in March 1978. 

In the Rowe Smith seminar both Drs. 
Travell and Goodheart faced a patient with 
temporomandibular disorder. The patient could 
open their mouth on a very limited basis. Dr. 
Travell treated the patientand helped him with pain 
reduction and mouth-opening, but the patient's 
mouth was still somewhat painful on opening and 
limited in ROM. Dr. Goodheart then treated the 
patient; after his assessment and treatment, the 
patient could open their mouth fully and without 
pain. 

Dr. Travell and Goodheart were then given 
enthusiastic applause from the crowd, with Dr. 
Travell offering a curtsy to Dr. Goodheart and 
Goodheart returning a curtsy to Dr. Travell. 

Dr. Travell told the audience (mostly dentists) 
that Dr. Goodheart had found another method 
for the diagnosis of myofascial trigger points in 
muscles using the Applied Kinesiology manual 
muscle test method. 
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White House Physician | 
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Abram Hoffer, MD, PhD 


Father of Orthomolecular Medicine 


(Letter to Dr. Goodheart) 


(Letter to Dr. Goodheart) 
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Hans Garten MD & 
Wolfgang Gerz MD 


Hans Garten, MD and Wolfgang Gerz, MD have both 
written textbooks on Applied Kinesiology (in German) for 
manual medicine students in Europe.!’?": 2-24 


Lehrbuch 
Applied Kinesiology 


=, BNNE) 
KINESIOLOGY 
= AK 


turheilkundlichen Praxi: 


History 


Jose Palomar, MD 


The method of Proprioceptive-Deep Tendon Reflex 
(P-DTR) was found and developed by Dr. JosePalomarand 
has been sucoesssfully used in clinical practice for several 
years. It's evidence-base is growing as are its published 
outcome studies.* Dr. Palomar created a unique system of 
neurological provocations and discovered rules about how 
the CNS reacts to particular stimuli — both functionallyand 
dysfunctionally. Those types of manual effects (stimulus) 
can be produced in a form of light swiping (to stimulate 
the receptors of touch), stretching (to stimulate Golgi 
receptors), deep pressure (Paccini) and many more. Today 
PDTR works with most of the exteroceptors, interoceptors 
and proprioceptors. 


Drs. Palomar and Goodheart 
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Applied Kinesiology in Olympic & Professional Sports 


Dr. Goodheart was invited as the first chiropractorto to Irving Dardik, MD (then chairman of the United States 
be part of the US. Olympic Sports Medicine Committee. Olympic Committee (USOC)Sports Medicine Committee) 
The first official appointment of a chiropractor to the US by Dr. Stephen J. Press. Dr. Goodheart treated some 


team began with the 1980 Winter Olympic Games in Lake K4hni 
Placid, when Dr. George J. Goodheart, Jrs name was given u en en 


after treatment, although | grant that might 
have happened regardless,” as Dr. Goodheart 
modestly pointed out. 


Goodheart felt the inclusion of a chiropractor on the 
Olympic Medical Staff wasa must. “| think it'san important 
thing. Chiropractic is uniquely related to the nervous 
system and the musculoskeletal system and can provide 
therapeutic and preventative support, as well as improved 
performance potentials.” The efforts of Dr. Goodheart and 
the chiropractors who followed after him have played an 
essential part in the success of the United States’ Olympic 
athletes, helping the US win more than 1,000 medals since 
1980, including 467 gold medals. 

Dr. Goodheart was an invited speaker at the USOC’s 
“Conferenoe on Biomechanics and Kinesiology in Sports” 
four years later (1984), and was elected a member of the 
American College ofSports Medicine the same year. 

The historic importance of the appointment of Dr. 
Goodheart to the Olympic Team in Lake Placid in 1980 was 
emphasized in the journal Chiropractic History: 

“Since the days when Dr. Goodheart 
established good relationships with the medical 
staff during the 1980 Winter Olympics and the 
creation of the chiropractor intern selection 
program in 1984, few problems have arisen 
between the chiropractors and orthodox 
physicians.” * 

Theletters below are from Dr. Irving Dardik, Chairman 
of the US. Olympic Council on Sports Medicine. 


Goodheart’s Report About the 
Olympic Games 


After the Olympic Games, Dr. Goodheart gavea review 
of his Olympic experiences for Chiropractic Economics. 
“| got to Lake Placid Sunday Night and the 
US Olympic Committee had a station wagonpick 
me up. We were lodged at the Whiteface Inn, a 
very fine resort in the very famous Adirondacks. 
| reported for processing as per Colonel Miller's 
orders on February 11th. The processingbasically 
consisted of going through a series of stations. 
Wewere fitted with Olympic and athlete delegate 
clothing, estimated to be worth $1,500.00 and 
$2,000.00. The winter gear consisted of boots, 
several types of pants and ski pants, a shearling 
sheep jacket, a ten-gallon hat, sweaters, T-shirts, 
turtlenecks, underwear, acamera, and even ahair 
dryer. Thegear received wasofthetop qualityand 
it was a pleasure to receive and usethem. The Levi 
Strauss Company was on hand to fit and make 
any alterations necessary-these accomplished in 
record time. | received my clothing allotmentand 
the processing circuit at around 10:00 and by4:00 
o'clock the alternations have been accomplished. 
The Levi Strauss Company was veryefficient. 
Credentials were obtained at the Olympic 
Village and the credential committee surveyed 
your relationship to the US Olympic delegation. 
Youweregivenglorified dog tagsencased in plastic 
with your picture and description of your activity 
and also a certain code number. In the event you 
did not live in the Olympic Village, these were 
exchanged at the reception area by the New York 
State police for a visitor's pass which you had to 
wear around your neck at all times. The security 
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Dr. Goodheart, back home 


maintained by the New York State police included 
checkpoints at the initial penetration into the 
Olympic Village area and also the actual input to 
the Olympic Village. The security was veryhigh. 
The area for the US Olympic Committee 
was at the periphery of the Olympic Village and 
consisted of a number of trailers that had been 
erected by a Canadian concern who low bid 
the project. The Olympic medical and medical 
therapy trailer was housed in half with the press 
section and there was no way for a chiropractic 
treatment table to be placed in the section. Dr. 
Dardik was kind enough to find another trailer 
which had been used for TV viewing for the 
Olympic athletes and had been divided into two 
sections. | was given the use of half a section of 
the trailer and through the good graces of Skip 
Goggin, President of Williams Manufacturing 
Company, Elgin, IL, where they manufacture the 
Zenith tableand Mark Feld, distributor of Zenith 
and other chiropractic products in New York, we 
got the table installed. They made the long trip 
to New York to the Olympic Village with many 
difficulties trying to get the table past the security. 
Thecontents ofthe vehicle were “sanitized” which 
meant sniffed by dogs who were trained to seek 
out high explosives but finally installed in the 
trailer adjacent to thesports medicine trailer. This 
was accomplished on Thursday of the first week 


and we began seeing patients on Friday. 
Interestingly enough the first patient | saw 


was a world cupper on the Canadian ski team, 
Dave Irwin, who was a patient of a good friend, 
Dr. Dan Gleason in Thunder Bay, Ontario. Soon 
after, | saw Dave Murray, another Canadian skier 
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with a very high performance level. He was 
followed by the manager of the Canadlian ski team 
who himself had been an Olympic skier in Poland; 
he is now a Canadian citizen. We also saw the 
physician for the Canadian ski team, Dr.Bernie La 
Long, who was very interested in the chiropractic 
care of the athletes under his supervision. Wesaw 
anumber of USathletes and took pictures during 
treatment. We saw Gary Crawford and Kerry 
Lynch, both who are ski jumpers in the combined 
Alpine events and did very well; and we saw 
briefly Lisa Marie Allen, a very fine figure skater 
from California who had some difficulty with 
an anterior thoracic on her very first days. The 
manager of the Canadian ski team was a former 
Polish Olympic skier, Andrzej Kozbial. Most 
of these patients had structural faults as well as 
muscle imbalances and they were very interesting 
to treat, | also treated John B. Kelly, vicechairman 
ofthe USOlympic Committee, who wasextremely 
interested in chiropractic care for our United 
States athletes and who may very well be the next 
president of our US Olympic delegation. (Editor: 
He was!) |sawa member of the United States luge 
team, John Fea. These patients responded very 
well. 

| was present at the time Randy Gardner 
(partner to Tai Babilonia) was examined and 
treated and my opinion was requested (Editor's 
note: after the fact) as to how | would have treated 
him but the initial agreement that was made by 
Dr. Dardik, Dr. Dailey and myself was a fair one | 
feel; ifthe Olympic athletes requested chiropractic 
care it would begiven to them and there would be 
a fine level of cooperation between the Olympic 
medical staff and my own section. This | think 
should change in the future so that the athletes 
are given the opportunity for a good diagnostic 
examination and treatment, by all physicians 
on staff, that this initial beginning required 
at least this type of activity. The facilities and 
services afforded by the Williams Manufacturing 
Company, manufacturer of the Zenith table which 


wastheelectric model with thedrop pelvicsection, 
was invaluable and their assistance in securing 
transportation was also extremely valuable in a 
time when transportation was difficult in the first 
3or4 days. 

| established good relationships with Dr. Tom 
Daley a superb physician, Dr. Cal Abley, a very 
fine physician from Alabama, and Dr. George 
Stedman who I think should have receivedasilver 
medal for his orthopedic activities in helping Phil 
Mare, the silver medal skier of the United States. 
| also established a good relationship with the 
trainers and at an upcoming meeting in Boston 
and in Colorado Springs in the future as a post- 
Olympic wrap- up, |am makingsomesuggestions 
as to procedural patterns that may be followed 
to insurebetter care for the athletes in future US 
Olympics. 

| welcomed the opportunity to provide 
chiropractic services to our Olympicathletes. The 
addition of chiropractic services by the Olympic 
sports medicine committee will doubly serve our 
national athletes. Many people have contributed 
to this healthy situation and since the athletes 
deserve the best of all types of heath care, all the 
health professions can contribute to their well- 
being and maximum performance. Chiropractic 
is uniquely related to the nervous system and 
the musculoskeletal system and can provide 
therapeutic and preventative support, as well as 
improved performance potentials by some of its 
more recent developments in Applied Kinesiology. 

Chiropractic on the sports medicine council 
has been a tremendous breakthrough. We were 
asked to visit the laboratory training center for 
the American athletes preparing to compete in 
the 13th Olympic Winter gamesat the Lake Placid 
sports medicine oenter by Dr. Robert Burns Arno, 
M.D. who is the director. Many doors have opened 
and are opening and it's a matter of building 
personal relationships on mutual trust and 
confidence and as time goes on | am sure that the 
inclusion of chiropractic at this level will precede 
the inclusion of chiropractic in many other levels 
of our daily activity. | received acall while on duty 
atthe chiropractic center from Dave Dilesof ABC 
to doa TV filmspotonchiropracticand treatment 
but it was the opinion of Dr. Dardik and also Dr. 
Daley that this would re-kindle animosities that 
were being put to restand despite the effort on the 
part of Dave Diles, | did not attempt to effect that 
type of liaison; and as I said to Dr. Daley when | 
left and we spent many an hour talking waiting 
for athletes not to hurt themselves, | felt this wasa 
verystrongbeginningandalthoughtthepublishing 
would have been favorable it would have come at 
the wrong time and in the future. I'm sure we will 
get the proper public recognition we need. 

The care of Olympic athletes is unusual in 
that you have to check athletes during active 
motion. Many of them have reactive problems 
unique to applied kinesiological techniques and 
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many of them require very subtle investigation 
of the relationship of muscles, one to another, as 
well as the more straightforward techniques. In 
kinesiology we are developing these techniques 
and with the aid of many of the men and Applied 
Kinesiology at different levels, we will be able to 
provide chiropractic care at the training center 
level for the Olympics. 

The transportation problems as you read 
were enormous for the first 4 or 5 days. The food 
at the Olympic Village was fantastic. The overall 
activity of the New York State police was the most 
efficient I've ever seen. The hospitality and good 
will that was evidenced by all members of the 
staff toward me is very much appreciated and I 
welcome this opportunity to give the readers of 
Chiropractic Economics a little bird’seye view on 
a very interesting 2 weeks in my life and a very 
strong event in the history of chiropractic servioes 
for our nation. 

Treating Olympic athletes who are in superb 
condition and superbly trained is a little different 
than having a regular practice and a great deal of 
time is spent in waiting in a paradoxical situation 
inwhich you hopetheathlete doesnot hurt himself 
but if he does you hope you can be of service and 
the Olympic medical staff which is obviousiy 
far more enormous than the single chiropractic 
member was busy, but when compared numbers 
we had about the same number of active patients. 
The athletes need reassurance and repeated 
treatment, something a little different than one 
would practice in ordinary general practice; but 
| was very pleased with the response, as was Dr. 
Dardik, and certainly theability to provide agood 
chiropractic and future potential.” 

-Dr. George J. Goodheart, Jr. 1980 


Dr. Leroy Perry was an essential early figure in the AK 
and Sports Chiropractic movements, and he worked with 
numerous Olympic and professional athletes and teams. °" 
He treated such world famous athletes as Dwight Stones, 
Bruce Jenner, Tracy Austin and Stan Smith. Many other 
AK physicians have worked with professional athletes and 
sports teams as well. Dr. Evan Maldenoff for example was 
with the Kansas City Chiefs for 13 years. 

Dr. Jean-Pierre Meersseman was the leader of the 
sports physicians taking care of the professional football 
(soccer) team AC Milan. Dr. Meersseman created the 
MilanLab that served AC Milan and dozens of very high 
profile professional football players. At AC Milan there was 
a43% reduction in days off from injuries; a 70% reduction 
in drugs and an overall reduction of injuries by 80%. In the 
long term (three years), the physical performance average 
of the AC Milan players had increased by 50%. Meersse- 
man and Milan Lab also enabled Paolo Maldini and 
Alessandro Costacurta to play into their 40s, with Serginho 
and Cafu not far behind. David Beckham was also 
served by Dr. Meersseman at Milan Lab, and “responded 
exceptionally well to what we did.” After AC Milan Dr. 
Meersseman then began working with Premier League 
footballers in London. *” 
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Dr. Jean-Pierre Meersseman, Founder of MilanLab 


Tens of thousands of world-class athletes around the 
world have optimized functional performance using AK 
methods to maximize their performance. Dr. WayneSteiner 
helped Michael Johnson, track-and-field star. Thanks to 
chiropractic and AK, Johnson won the European Grand 
Prix by a margin of 4 meters. 


Dr. Don McDowall and Ivan Lendl 


Dr. David Leaf was also with AC Milan and served 
individual New England Patriot players. Dr. Tom Roselle 
was with the Washington Mystics for 3 years and treated 
individual Washington Redskin players and Olympians. 
Dr. TomPalic is a former U.S. Ski Teamchiropractor and a 
medical provider for Red Bull Athletics. Dr. Kirk Johnson 
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was the personal chiropractor for professional tennis star 
Jack Sock, and traveled the world with him. Sock was a 
member of the 2016 USA Olympic Team and won a gold 

medal in mixed doubles and a bronze medal in men's 
doubles.®Dr. Don McDowall was Ivan Lendl’schiropractor. 

Dr. Craig Buhler was the AK chiropractic physician for 
the professional basketball team Utah Jazzfor 26 years. “Asa 
result of his techniques, 
the team had the lowest 
player missed games 
due to injury (PMGI) 
rate in the NBA — 61 
player-missed games 
due to injury within 
a 20-year long span, 
compared to the league 
average of 171 in the 


Dr. Craig Buhler 
interviewed about AK 


“Then, between 2001 and 2006 when I stoppedhaving 
acoess to the players, we had the most rapid increase in 
player missed games due to injury rates in the league in the 
25-year period,” he says. “It validates what happens when 
you use the technique and integrate it with good quality 
medical and training care.” °* 

Dr. Dan Duffy worked with the Cleveland Indians 
Professional Baseball team and recounts, “In 1997, thebest 
ofsportsmedicinefailedtorecover Albee Lopez, aCleveland 
Indians pitcher on the disabled list for 15 days. Since | had 
relieved Kevin Seitzer of his career long knee and shoulder 
pain and fixed Orel Hershiser’s (LA Dodger Pitcher) groin 
problem, they both advised Mike Hargrove to call me in to 
see if | could turn the trick. So | drove 50 miles to Jacob's 
Field to treat Lopez there. | explained every move | made 
to the orthopedic surgeon and the two physical therapists, 
who were worriediy watching me. These are good people, 
genuinely concerned about the players under their care, 
but viewing the world from a totally different perspective. 
When I was done, Lopez demonstrated full rangeof motion 
with no pain, and subsequently went back to work. This 
created quite asstir in the clubhouse, encouraged bySeitzer 
and Hershiser, | also relieved Chad Ogea ofalong-standing 
elbow problem, among other things.” 
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Dr. Dan Duffy and Omar Visquel, shortstop 


Kevin Seitzer’s (former 3"! baseman in Major League 
Baseball) open letter for the Cleveland Indians to applied 
kinesiologists everywhere (1999). 


“To whom it may concern: 

| am writing this testimony on behalf of all 
applied kinesiologists in the world whoareexperts 
in this field. 

| am a retired major league baseball player 
of eleven years. | played from 1986 to 1997 with 
the Kansas City Royals, Milwaukee Brewers, 
Oakland Athletics, and Cleveland Indians. Over 
the course of my career, | endured many injuries, 
some of which knocked me from the lineup, but 
most of them I played through. As mycareer went 
on and my years in age go “up there”, it became 
increasingly more difficult to stay on the field 
because of nagging injuries. One part of my body 
would flare up, which would cause something 
else to break down because | would start favoring 
something, and it seemed as though I could not 
stay injury (pain) free. Rarely did | come off the 
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field because of these; only broken bones and 
surgery limited my action at times throughout my 
career. 

| had five knee operations over the course of 
my career and also was born with a disc problem 
in my back, which caused me to seechiropractors 
ona regular basis since high school. All this brings 
me to my point myfirst introduction to Applied 
Kinesiology (AK). It was in spring training of 
1996 (I think...it may have been ’95; baseball 
does that to the memory) that | first experienoed 
someone in the field of AK. Dave Nilsson, who is 
from Australia, brought his own personal AKguy 
over for part of the season. | had a terrible ankle 
sprain that happened just before spring training 
(about three days before | left...stupid me, playing 
basketball), and Nilsson suggested that this guy 
take a look at me. His name was Eril and his last 
name | should not even attempt to pronounce or 
spell. It was something like Americazerra (Eril, if 
you read this article. | apologize for butchering 
your name). He was a real nice guy, too. Anyway, 
he got me back on the field in a matter of days. 
| should have missed about two weeks with this 
sprain. Needless to say, from that point on, | was 
a believer in AK. He went to Milwaukee with us 
that season and worked on several of the players. 
| never feltso good during a baseball season. Thhe 
only problem was that when I couldn’t get an 
adjustment for along time, | blew out pretty easily. 
So, we took him on the road with us a few times. 
He was great! 

From that point on, | was no longer looking 
for chiropractic help. I was looking for someone 
in AK. This is not to “bag” on chiropractors 
because they really helped mealot throughout my 
career. Life was not always easy in baseball, from 
a physical standpoint. Also, just to make a point, 
| took very good care of mysalf from about 1989 
on. | was on a very structured lifting program 
and biked almost every day or did some sort of 
running. I tried to eat right (asmuch asaguy who 
lives in restaurants on a daily basis can) and in 
1988 turned my life over to Christ and received 
Him as Lord and Savior. Because of this, | was 
able to completely stop drinking. I used to pull 
and strain muscles and just be tight all the time. 
| had a terrible drinking problem dating back to 
college. Thankfully, I have been “dry” since that 
point in my life. This really hasnothing to do with 
AK, but I thought | would share this because it is 
really important to me. Thanks! 

In 1996, in September, | was traded to the 
Cleveland Indians. It was here that | met Drs. Dan 
Duffy, Sr. and Jr. These guys are the best! Doc Sr. 
has got to be a legend in the AK field. If there is 
anyone better at this stuff than this guy, I want to 
meet him. | never knew | could feel so good. | saw 
these guys all through 1997 and felt great all year. 
Doc Duffy challenged metostarteating “properly” 
(this word means something totally different in 
the field of AK). It has to do with combining your 
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foods properly. Ask the pros for the manual; that's 
what | had to do. I dropped about 3-4 pounds and 
about 5% body fat during the course of the season. 
| never feltsogood and hadso much energy (I just 
wish | could have stayed with that program. | like 
candy too much. Sorry, Doc!). 

| just want to say that am a HUGE believer 
in Applied Kinesiology and would recommend to 
everyone to findagood AK guy near you and give 
them a try. You won't regret it. Even if you think 
you feel pretty good, you have no idea how good 
you can really feel. | have never written anything 
this long since college, which was many moons 
ago, and really had a hard time with writing then, 
but this was kind of fun. 

Well, congratulations if you made it to this 
point. My teammates will never believe | was 
capable of putting this many sentences together at 
one time.” 


** Kevin Seitzer, 3" Baseman, Major League Baseball 


Another AK physician who successfully treated 
Olympians was Dr. John Moore who treated Jenny 
Thompson at the2000Sydney Olympics (one ofthegreatest 
relay swimmers of all time). Dr. Moore worked with the 
Stanford WomensSwimming team for nearlya decade, and 
was invited to work with the US Olympic team in Sydney. 
He also was invited to work with Olympians from Brazil, 
Sweden, Spain, Mexico, Canadaand Trinidad. He observes 
that athletes from non-American countries seem to be 
more open to AK methods of treatmentthan athletes from 
the United States, “probably because they haven’t been 
brainwashed byas much advertising from drug companies. 


The Internationale gebe, 
of Ay a Kinesiology 
and Minesiölogic Medicine 


Dr. John Moore and Olympian Jenny Thompson 
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Jenny Thompson told The International Journal of 
Applied Kinesiology and Kinesiologic Medicine (2001): 
“AK has helped me in my career by keeping 
my muscles balanced and strong. | have had 
nagging shoulder and neck pains that have been 
totally controlled and cured through AK; it has 
helped to keep my body functioning maximally 
for the past 7 years. |am a 27 year old who trains 
up to six hours per day. For me to stay injury free 
for so long is pretty amazing.” 


- 262- 


History 


Applied Kinesiology in Dentistry 


Applied Kinesiology offers dentistry substantial 
reasons for incorporation of this practice into dental 
practice because it is able to show substantial effects on the 
total health and function of the individual owing to minute 
changes within the oral cavity. 


Applied Kinesiology and 
Dentistry in Europe 
(by Dr. Rudolf Meierhöfer) 


In the early 1990s, ICAK Diplomates Dr. Wolfgang 
Gerz, from Munich and Dr. Hans Garten founded the 
ICAK-D (Germany). 

Dr. Gerz included dental applications like material 
testing, structural analysis in cranio-mandibular 
dysfunction in his teaching program. 

Shortiy thereafter, an engaged group, coming from 
different sections of dental medicine (oral-surgeons 
and TMJ specialists), orthodontists and general dentists 
discovered the new AK possibilities. These dental 
physicians were inspired not only by the ideas of AK but 
also by the positive results of this new method. Over the 
next few years these new methods of examination were 
discussed in professional meetings and were researched in 
ever larger numbers of clinical seminars. 

This movement in European medicine was confirmed 
in 1993 with the founding of the “International Medical 
Society of Applied Kinesiology (IMAK)”, and created an 
important push for Applied Kinesiology’s integration into 
medicine and dental medicine. 

Their task was now to manage the recognition of an 
official additional training in AK by the Austrian medical 
and dental Council. 

In 1997 Dr. Rudolf Meierhöfer (a charter AK Dental 
Diplomate in Germany) passed the Clinical Competence 
Test as first dentist, taught, trained and examined by the 
Diplomates Wolfgang Gerz, Jeff Farkasand Hans Garten. 

Continuously encouraged by Dr. Wolfgang Gerz, AK 
dental research went forward, e.g. oral testing of dental 
material, developing different methods of examination 


Dr. Rudolf Meierhöfer 


for dental foci and their consequences on the whole body 
function, and above all the structural consequences of 
craniomandibular dysfunctions. Physiotherapists, medical 
doctors and dentists formed these working teams. 

The developing clinical techniques from Drs. 
Goodheart, Walther, and Meersseman regarding AK dental 
diagnostics were checked by these European. clinical- 
scientists. If possible to reproduce it was integrated into 
the diagnostic and therapeutic spectrum of AK and also 
further developed. 

Dr Meierhöfer experimented with therapy localization 
to inflamed gum pockets, and carried out laboratory studies 
that reproducibly confirmed the possibility of several AK 
testing methodologies. With this method he could treat 
periodontal sickness better with oral tested orthomolecular 
medicine which is today standard in many dentalpractices 
and also in the dental AK teaching material. 

A decade after AK was introduoed to this group of 
engaged dentists in Europe, many new ideas, clinical finesse 
and practical knowledge arose. 

The questions came up: 

a) Howto teach all the future applicants onthe 
base of the same source? 

b) How to examine all the new dentists and 
“create” new diplomats since the 
knowledge did not yet exist in tested 
examination questions? 

The first AK textbook in German “Lehrbuch der 
Applied- Kinesiology” written by W.Gerz, summarized all 
the knowledge of that time and was a good solution to the 
problems seen above. 

The popularity of the AK in dentistry was noticed 
internationally, and so Dr. Rudolf Meierhöfer received the 
title “Charter Dental Diplomate” in Melbourne 2002. 

Dr. Meierhöfer was the one who worked on 100 new 
AK Dental examination questions, and revised them 
with AK experts and so created a new basis for dental AK 
examination. Dr. Meierhofer was helped in this project by 
intensive mail exchange the commitment of Dr. Cecilia 
Duffy — the former secretary of ICAK International Board 
of Examiners — the basis for exams of Dental Diplomates 
-- ICAC was created. 

The interest in Applied Kinesiology in dentists 
groups grew further in Europe in the 1990s. Government 
accreditation of Applied Kinesiology as an independent 
health specialty has begun in Austria. Drs. Meierhöfer, 
Gerz, and the new Austrian Diplomates started to organize 
courses in Germany, Austria and Switzerland. Thenumber 
of dentist members with ICAK-D training increased during _ 
that time in to over 300 members. 

From the increased number of AK candidates Dr. U. 
Angermaier (Roth) and DDr. Margit Riedl-Hohenberger 
(Innsbruck) showed extreme engagement in AK and 
consequently both passed 2006 their dental diploma 
examination. 
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DDr. Riedl-Hohenberger and Dr. U. Angermaier 


DDr. Riedl-Hohenberger worked sucosssfully on lab- 
based studies of reproduction of AK testing of dental 
materials. This research was published continuously in the 
Austrian Trade Press. 

A little later the results of this fast development of AK 
technology in dental medicine were published for the ICAK 
meeting in Berlin with the article “AK Dental Diagnosis” in 
German and translated into English as well. 

For many years these dental Diplomates organized in 
different German cities and in Austria AK seminars which 
offers traineesthe AK dental-medical diploma of IMAK. As 
mentioned, the medical and dental associations of Austria 
recognized this diploma. 

In 2010 IMAK and the “German medical society of 
Applied Kinesiology” (DÄGAK) joined forces and thenew 
group of Diplomates brought in a lot of ideas and worked 


APPLIED KINESIOLOGY (Ak) 
A MEDICAL EXAMINATION 
METHOD WHICH 
HOLISTICALLY BROADENS 


DENTAL 
DIAGNOSTICS 


DDr. Margit A, Riedl-Hohenberger, Dr. Rudolf Meierhöfer, Dr. Ulrich Angermaier 


_ IMAK » DAGAK » ICAK-A 


From Riedl-Hohenberger, Meierhofer R, Angemaier U. 
Applied Kinesiology (AK): Amedical examination method 
which holistically broadens dental diagnostics. DAGAK. 


History 


together for a uniform curriculum in AK for all German 
speaking countries -- and potentially in the future for all 
AK courses in Europe. 

The aim of present dental AK representatives in the 
German world is to spread this positive development from 
the German speaking area and to attain international 
recognition. 

The number of patients showing vague symptoms, 
sufferingfrom unclearcomplaints, which havebeenexisting 
chronically for years and are resistant to therapy, has 
increased steadily over recent years. Many of these patients 
with chronic diseases do notshow aclear pattern that could 
be categorized according to mainstream medicine. Many 
treatment methods which have been successful over many 
decades don't work aseeffectively as they once did, in spite 
of using better materials and improved instruments. 

Standard diagnostics, such as inspection, palpation, x- 
ray, laboratory tests, etc. are not sensitive enough to deal 
with chronic diseases. Therefore theamount of unanswered 
clinical questions grows steadily. This is as unsatisfyingfor 
dentists as for patients. 

Especially in dentistry most of the knowledge is the 
result of “trial and error”. For example, when dealing with 
inflammation, the dentist prescribes an antibiotics which 
he thinks will work and if it doesn't he prescribes another 
oneandso on. 

Therefore it is now more necessary than ever to make 
use of complementary, bioenergetic examinationmethods. 
Here Applied Kinesiology is an ideal diagnostic method. 
It enables us to examine the basic state of the body’s 
reactions to various forms of sensoriy-motor stimulation 
without using invasive, potentially toxic, and expensive 
medical equipment. Using different challenges, we can 
expand as wellas refine thestandard diagnostic possibilities 
underlying our patient's problem. Once we have translated 
the patient symptoms into muscle language, we are able to 
find the best remedy. So we areable to decide which among 
a host of treatment options is the most valuable therapy. 

Few groups of medical practitioners introduce as 
many different materials into the human body as dentists. 
Experience has shown that every field of medicine deals 
with symptoms that have their origin in incompatible 


Korean orthodontist demonstrating AK use at the ICAK 
International Conference in Riga, Latvia, 2016 


= 264- 


dental materials. Material incompatibilities are caused 
by immune mechanisms, primarily type 1, that is acute 
responses and type IV, that is delayed responses. It should 
be an essential motive for the responsibly practicing dentist 
to clarify inadvancewhether apatho-physiological reaction 
can be expected to a newliy introduced dental material, 
or already incorporated, in order to save the patient 
unwelcome consequences through immune responses. 
It should be taken into account that every incompatible 
material can constitute atrigger for chronic inflammations, 
as it will interact with the organism itself as well as with 
all foreign materials already present in the body. In this 
way, inflammatory irritations may be triggered or already 
existing complaints accelerated and amplified. 

Applied Kinesiology provides us an expedient, 
inexpensive, and reproducible method to predict the 
reaction of the patient's immune system to a dental 
material before incorporating it. First we need small 
pieces of each material that should be introduced. These 
test bodies have to be produced exactly the same way they 
are introduced later into the patient's mouth. That means 
acrylics have to be prepared with all bonding agents and 
then polymerized in thesame way they will be polymerized 
chair side. Metal alloys have to be casted and processed 
with ceramics or acrylics and color painted the same way 
as they will be introduced. Thesame applies to zirconium, 
ceramics, temporary materials and cements. 

Amalgam incompatibility using AK is easily done with 
different types of MMT. ® For the pre-test the patient gets 
the test substance on his tongue for about a minute. Ifa 
normoreactive indicator musde stays normoreactive after 
that timethematerialseemstobecompatibletothepatient's 
immune system. Any dysreaction hints at intolerance. To 
exclude a type IV allergy on a high level of validity (over 
90%), the patient has to take the material into his mouth 
for 5 to 10 minutes each day for a period of one week (in 
patients with many allergies even two weeks). After that 
period of exposure, the clinician repeats the muscle test. If 
the normoreactive indicator muscle stays normoreactive, 
the material is considered compatible for the patient and 
can be used. But no test (not even the laboratory test) can 
predict what will be in the future. 

Dental materials which are already present in the 
patient's mouth and which are suspected to be causing 
problems can only be tested by use of homeopathically 
processed test substances (potentized dental materials). 

First it is necessary to check the muscles that are 
functionally correlated with the estimated problem for 
inhibitions in the clear. If there aren't any you have to 
check the associated neurolymphatic reflexes by therapy 
localization or challenge. In case of dysreactions, bring the 
potentized dental material into contact with the patient's 
skin and test the muscle again. If it becomes normoreactive 
the suspicion that the dental material is intolerant is 
confirmed. For forensic reasons the result has to be 
confirmed by a laboratory test. But this becomes much 
easier now that you know now what you are searching for. 

Depending on the dental material there can 
be immunological or toxic problems. Toxicological 
problems are verified best by saliva, blood or urine tests. 
Immunological problems are verified best by Iymphocyte 
transformation test or basophile degranulation blood tests. 
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History 


Testing for infections and 
pathologies (foci) 


The theory that focal occult infections can mediate 
systemic inflammatory and degenerative effects was 
first proposed in the 1920s.%°” Though discounted for 
many decades, the focal infection theory of systemic 
disease is becoming once more better established.“ The 
most recognizable example here is periodontal disease 
being a risk factor for systemic inflammation and related 
degenerative diseases, such as cardiovascular disease.” 

One study of periodontal disease indicated acausative 
role for systemic inflammatory markers through the 
lowering of CRP, interleukin-6 (IL-6), and LDLcholesterol 
levels from baseline after two months of periodontal 
therapy. ° It is possible to traoe bacteria recovered from 
peripheral blood to occult focal infection in tooth apices 
after a root canal, and it has been suggested that the 
resultant bacteraemia and circulating endotoxins may have 
systemic effects. °' 

The Medical Journal of Applied Kinesiology = 
published reports from dentists and other clinicians in the 
German-speaking world on this subject and has produced 
an impressive compendium of the AK diagnostic findings 
in cases of focal occult infections and their treatment. 

The problem is that almost all chronic inflammations 
in the dental area stay silent for a very long period. Even 
radiological changes caused by these inflammations get 
visible only ata certain stage of osseous destruction. Add to 
this some foci have no radiological signs. So in many cases 
Applied Kinesiology isttheonly method to detectthesesilent 
inflammations and the only method which is able to detect 
correlations between foci and symptoms which can be 
located over the whole body (double therapy localization). 
First you test one muscle belonging to each meridian in the 
clear. All unilateral dysreactions, which are not caused by 
local muscular problems, are under suspicion to be caused 
by a focus. Then using a normoreactive indicator muscle 
you have to check all thesuspicious dental areas by therapy 
localization or challenge. If the indicator muscle gets 
dysreactive there is something wrong at this area. To find 
out what it is you have to use homeopathically processed 
test substances (i.e. KieferostitisD6) or allopathic remedies 
(antibiotics). Bring them onto the skin (homeopathy), or 
into themouth (antibiotics) ofthe patient and retest ifthere 
is a normoreaction again. 


Applied Kinesiology Essentials, 2014 


History 


Applied Kinesiology and 
Craniomandibular Dysfunction (CMD) 


The stomatognathic system and the rest of the body 
exist as integral components of our neuromuscular system 
and cannot function without the influence of muscle 
agonists and antagonists. The use of AK helps to diagnose 
the disruptive influenoes present within thestomatognathic 
system. 

Malocclusion is always associated with altered 
cervical neuromuscular function and postural mechanics. 


Premature 
Ocelusion 


ee Te | 


Era 
rw ir 


=> Receptor 


Craniomandibular problems result in a tendency for 
neck problems, such as a cervical subluxation or fixation: 
for holistic treatment, both elements of a patient with 
craniomandibular dysfunction (the dental and the 
musculoskeletal) mustbeaddressedforimprovedoutcomes. 
Bergamini et al showed the specifics of the integration of 
the stomatognathic system with the craniomandibular 
muscular system.*** 


Abnormal occlusion 
effects on the 
sternocleidomastoid, er 
erector spinae, and|) Receptor | VO Ai 
soleus muscles a eic. 
Receptor |— el) Y 
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© ST An AK Clinical Algorithm 
ar urn for Managementof 
Temporomandibular HAK 
Joint Disorder 65 


TM]. Find which side is 
involved by TL one side 
at.a time. Determine if 
there is an opening or 
closing problem by 
testing in open and 
closed position after 
movement of TM]. 


Starting with a comprehensive medical history, 


> 

En inspection, palpation and an orthopedic examination, 
without TM) motion Applied Kinesiology enables the clinician to find out 
indi ibl i re . - 
mi if patient's symptoms are caused by a weight bearing 

> en testin; ‚test 4 “ 
iihneck hoch liexsa (asoending) problem, or a bite (desoending) problem or 


and extended 


a mixture of the two. Moreover it is very easy to check if 


the TM)J itself has a problem and if the mandible is in a 3- 


’ 


> Jaw opening positive 


dimensionally correct position. If not, you have to fix the 
indicates external mandible in the correct position with a dental splint. This 
oe correct position can be found and then confirmed to be 
effective by Applied Kinesiology. 


> Jaw closing positive 
indicates masster- 
buccinator-temporalis 


>  Sensorimotor 
challenges to diagnose 
other muscular causes 
of TMJ problems: 


e Swallowing 
+ Lateral motion 
ofjaw 
Phonation 
Chewing 
Weight-bearing 
Retrusion 


k 


Forceful opening of jaw with 
TL causing strong indicator 
muscle to weaken indicates 
the need for fascial release 
technique. 


Neuromuscular spindle cell treatment 


to masseter-buceinator 


If repeated stretching of the 
TMJ muscles produces 
weakness in strong indicator 
mustcles, then an assessment 
ofthe muscle stretch reaction 
involving all the muscles of 
the body should be done. If 
positive globally, folic acid- 
B12 supplementation is 
considered for myofascial 
gelosis. 


r 
Return of TMJ problem with 
chewing indicates need for 
dental referral for 
equilibration of occlusion, or 


If positive challenge to the TMJ 
for further cranial fault Temalns,” 008 . and. zankle 
correction. Severe adverse problems should be checked 


interplay between TMJ and against MMT findings in TM]. 


cranial faults may need E 
dental co-management with — muscles and joints 


splint therapy to balance associated with the TMD have 
equilibration while cranial not been corrected, e.g. SCM, 
corrections are being gluteus maximus, neck 


stabilized, and finally dental 
equilibration of teeth if TMJ 
symptoms or impairments 
continue. 


extensors, etc. 


Evaluate craniofacial muscles 
for imbalances perpetuating 
stomatognathic problems. 


Patient chewing gum may 
conceal cranial faults or TMJ 
involvement during MMT. 
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Applied Kinesiology and Peridontal Disease 


More and more studies provethat periodontal disese Willie May, DDS 
is not only a problem of bacteria but also an immune 
problem. And it is well known that vitamins, minerals and 
trace elements have positive effects on the immune system. Kr . en 
With Applied er you don“t have to give fans all the vertical with a dental appliance, that coincidentally 
as is so frequently done with trial and error. Youare ableto helped et wilh Syst health) dbarders) 10 
test which substanoss the body needs to rebuild boneand Wider attention. 
periodontal tissue. 


Dr. Goodheart brought Dr. Mayswork (for “increasing 


AK remedy test during probing of a parodontal pocket 


Dr. George A. Eversaul published “Dental Kinesiology” 
in 1977, and listed 7 reasons that dentists should employ 
AK procedures in their dental practices. 

1. Increasing accessibility to the oral cavity. AK 

procedures allow the doctor to increase the 
degree of mouth opening. 


2. Decreasing muscle spasm and pain following 
treatment. 


3. Reducing jaw clicking and/or bruxism. 


As a prepping procedure for prosthodontic 


li ; 
a, Harold Gelb, DDS, MS 
5.  Increasing patient endurance 
= an, In 1985 Dr. Harold GelbfoundedtheCraniomandibular 
7. Identification of bad tooth endodontically. Pain Center at Tufts University College of Dental Medicine 


in Boston, Massachusetts. He was Clinical Professor at the 
Department of Restorative Dentistry in the University of 


DENTAL 
KINESIOLOGY 


A. EVERSAUL 
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Medicine & Dentistry of New Jersey, from 
1971 to 1991. He was the director of the 
Temporomandibular Joint Clinic at the 
Department of Otolaryngology, in the New 
York Eye and Ear Infirmary from 1958 to 
1979. 

Dr. Gelb invited Dr. Goodheart to write 
about Applied Kinesiologys usefulness 
for temporomandibular disorders (TMD) 
in 1977. This was one of the first inter- 
professional offers for a chiropractor to 
write for a medical and dental journal. 

Dr. Gelb and his team at 


Tufts University have 
been using manual musc Harold Gelb and Norwegian and 


testing and the method British Dentists at the 1995 International ICAK 


developed by Goodheart ant Conference, Monte Carlo 
the International College o 
Applied Kinesiology in the 
evaluation of patients with 
TMD ever since, and have 
published a substantial body 
of research on the relationship 
between muscle imbalances and 
TMD.“ In a seminal paper they 
showed that correction ofthe TMJ 
can enhance muscular strength 
and athletic performance.” 


Gelb saw the advantages for using 
Goodheart’s advances in MMT to assist the 
orthodontist in the difficult task of diagnosis in 
the oral cavity. Hereamillimeter of dysfunction 
or malocclusion is a great expanse and 
functional challenges of movement and fit, 
particularly once the motility of the cranio- 
sacral system is taken into account. These 
issues often confound the difficult task relating 
both to craniomandibular function. 

Gelb eagerly embraced the wide-ranging 

diagnostic abilities of AK. 

In 1994 Gelb invited Dr. Walther 
to contribute a chapter to his book “New concepts in 
craniomandibular and chronic pain management”, and it 
was titled “Applied Kinesiology and the Stomatognathic 


Symposium on Temporomandibular Joint 
Dysfunction and Treatment 


Applied Kinesiology in Dysfunction 
of the Temporomandibular Joint 


Drs. Aelred Fonder and Robert Ricketts, DDS 
contributed to Walther's Volume II on the stomatognathic 
system. Dr. Fonder demonstrated the influence of the 
stomatognathic system on body balance and the spine 
by changing the occlusion and mandibular position. He 
contributed dozens of full spine x-ray images to Walthers 
textbook showing how spinal x- rays taken before and 
after the equilibration and mandibular repositioning show 
specific postural improvements.“® Clinical changes are 
often seen throughout the body after making changes in the 
masticatory system. This shows how the structures within 
the stomatognathic system are integrated with each other, 
and how the system is related to total bodyactivity. 

Echoing the discoveries made in AK regarding the 
importance of the stomatognathic system, Hans Selye, MD 
stated in his introduction to Fonder’s book, “I fullysupport 
his plea to dentists to realize that they are treating persons 
who are united wholes, notsimply a complex of dental and 
periodontal tissues.” 

According to the orthodontist Gerard Smith, DDS: 


George Goodheart, D.C .* 


Kinesiology is concerned with the dynamics of muscle functi 

and the impact of muscular tonicity upon the structural en 
of the body. Dental kinesiology offers a study of the motions, struc- 
tures, and functions of the Jaw, tongue, and hyoid muscles and the 
impact that these dynamics have on both systemic and dental health 
The physiologic dynamics of kinesiology as well as the application of 
kinesiology to dentistry is reviewed. 


PHYSIOLOGIC CONSIDERATIONS 


In general, striated muscles can be divided into two gr: 
the basis of function: the antigravity, or postural, le 
rapidly contracting phasing muscles that are used in motor skills. Pos- 
tural muscles are in general aerobic, fat burning. Rapidly contracting 
muscles are in general anaerobic, glycogen burning. There was a re- 
cent classification of muscles on the basis of the magnitude of their 
eine and rotary components.® 

ose muscles with attachments further from the joi is wi 

have larger stabilizing components, and these are le 
cles, while those that attach closer to the joint axis will h: 
ee and ae called “spurt” muscles. The exte 
goid 'spurts” to the “shunt” acti i ic pai i id 
a action of the digastric pair during wide 

John V. Basmajian says that the biceps and brachial ify 
spurt muscles at the elbow, whereas the Erehleri is an 
shunt muscle.' In other words, except on complete extension, the bi- 
ceps or the brachial act as spurt muscles mainly along the long axis 
of the forearm, providing acceleration along the curve of motion. Ac- 
tion is mainly along the long axis of the forearm to provide the cen- 


become knowledgeable of thereciprocal inter-relationships 


dentist must also learn the effects functional appliances 
have on the Cranium and Cervical Vertebrae. Discerning 
these major faults guide the order of treatmentand thetype 
of appliances to be used”. ® 
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* Research Director, International College of Applied Kinesiology, Detroit, Michigan 
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“Entering thefield of physiologic dentistry, the dentistmust | 


between the jaw and the Cranio-Sacral mechanism. The ' 


HAK 


Finally, Dr. Gelb offers these glowing words on the 
promise of AK for the dental profession: ”° 

“We believe that medical and dental 

specialists will use Applied Kinesiological 

testing t0 make more accurate diagnosis 

and provide better treatment. But that is a 

futuristic thought.” 


NEW CONCEPTS IN 
CRANIOMANDIBULAR AND 
CHRONIC PAIN MANAGEMENT 


Harold Gelb 


NA Mosby-Wolfe 


History 
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History 


Applied Kinesiology in Traditional Chinese Medicine 


The relationship between internal glands and organs 
of the body to the external muscle groups and acupuncture 
meridians opened whole new vistas for AK therapeutics 
and has been one of the most popular aspects of AK in the 
wider world. 

While the study of energy movement in the body 
has gone on for thousands of years in the Orient, recent 
discoveries in the West have added to these tools of 
diagnosisand treatment. Musde testing hasaspecial feature 
to bring to the acupuncture field. Out of all the recent 
refinements (electro-acupuncture, laser acupuncture, 
computer diagnosis,etc.), MMT is unique in that it requires 
no electricity or instruments. This offers simplicity in the 
office, and ease when away from it. Muscle testing for this 
reason has become a normal part of many acupuncturists 
practice. ”'7° It is because muscle testing interacts with the 
acupuncture meridian system that the usefulness of the 
Applied Kinesiology approach for acupuncture diagnosis 
is presented. 

How does this new tool enable us to broaden our 
understandingoftheancientart ofChinesediagnosis?What 
are the practical applications? TCM, as with any complete 
system, is large enough so that within itself it contains its 
own contradictions. For instance, often there isa reluctance 
to learn and use the 5-Element law in acupuncture practice 
due to the uncertainty that exists around pulse diagnosis. 
While pulse taking offers many of the body’s secrets in 
TCM thinking, it takes years to become proficient in order 
to be able to hear those secrets. Long before the subtleties 
can be appreciated, however, the basic pulse at the wrist 
must be read. This informs the TCM clinician of a state 
of too much or too little energy, or the relative balance of 
energies in the body. This pulse diagnosis is done for each 
of the meridians. 

Regarding pulse point technique, the current pulses 
were not introduced until the Han Dynasty in the great text 
the Nan Jing. Before this the pulses were taken at different 
acupointswithmultiplepointsforeach meridian. Thenewer 
pulse points are locations on the radial artery, not actual 
acupoints, where the pulsesare palpated to determine their 
nature for diagnosis.’”” Thus, some AK practitioners prefer 
to go directly to alarm points to determine which one 
strengthens an inhibited muscle if it has an acupuncture 
relationship. With basic knowledge of meridian dynamics 
this is still very rapid. 

Another wayto diagnose the meridianeenergies pulsing 
through the wrist is through the simple technique of 
muscle testing. Through systematic testingand comparison 
of individual muscles, the clinician who understands the 
positions of the pulse points at the wrist can estimate 
the flow of Qi along separate meridians. MMT offers 
immediate feedback for the doctor and the patient so that 
one can already begin using themany complex approaches 
in TCM like the 5-Element law while, at the same time, 
learning pulse diagnosis. This method of incorporating the 
complexities of TCM into the contemporary practitioner’s 
use of CAM is common. ”* 

Muscle testing offersasimple tool to read theenergetic 
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from the physical. In reading the pulses with the MMT, 
the current energetic and meridian state of the organism is 
reported, only inanew form. The pattern of muscle-organ/ 
gland association of themeridians often parallel the relation 
previously noted with Chapman's and Bennett’s reflexes, 
thus enhancing all of the visoerosomatic relationships. 
This, along with many associated clinical observations, 
established the muscle-organ/gland association of Applied 
Kinesiology. The discovery of the relationship between 
meridians and meridian points to muscles and muscle 
groups and their shared visceral connections serve to 
further support the muscle-organ correlations developed 
in AK.16” 

Dale lists the six principal clinical methods of 
diagnosing an aberrant acupuncture point, two of which 
include the MMT: ” 

1. Tenderness and response to palpation (traditional 

TCM) 

2. Observation of changes in skin color or texture 
(traditional TCM) 

3.  Significant change in the electro-permeability 
of the acupuncture point (Voll, Nakatani, 
Motoyama) 

4. A sudden increase in vascular response at the 
radial artery when the acupuncture point is 
aroused (Nogier’s vascular-autonomic signal) 

5. Asignificant alteration of muscle testing strength 
when an acupuncture point is therapy localized, 
that is, touched (the Applied Kinesiology’s 
approach), and 

6. The bi-digital O-Ring test, a scientifically 
investigated variation ofthe AK MMT, 
specifically employing the opponens pollicis 
muscle (Omura, 1981) 

Goodheart introduced meridian therapy into the AK 
syllabus and wider chiropractic profession in 1966, ” after 
noting that imbalances in the meridians could influence 
the function of the muscular system. Many principles and 
philosophies from TCM were then added to AK, and AK 
approacheswereadded to TCM diagnosisand management, 
to complement the existing procedures." It is important to 
note that Goodheart incorporated concepts from TCM that 
were most important to the AK paradigm andchiropractic 
profession. For example methods of point stimulation such 
as acupressure, teishin and manual tapping, are promoted 
instead of needling techniques. In fact most AK doctors do 
not use needle acupuncture in practice, but many of them 


were found to use non-invasive acupuncture treatment. ® 
Medical scholars of the western world believed 


chiropractic to be little more than asimple biomechanical _ 


application with an instinctive (or placebo, ideomotor) 
action. 

However, the work of Goodheart continued to grow 
over the next 50 years with astounding results to become 
one of the most used diagnostic techniques in alternative 
medicine. If the clinical results remained genuine, theories 
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acoepted by the most distinguished and established medical 
authorities would have to be questioned or discarded. After 
all, chiropractic and osteopathy are just gaining some 
recognition of legitimacy in the scientific world after 116 
years of clinical history and efficiency. 

Controlled clinical trials have discovered that, when 
a muscle is weak, it can sometimes be strengthened by 
stimulating the classic acupuncture tonification point 
for a certain meridian. ®' If the muscle is hypertonic, 
stimulating the sedation point of the same meridian will 
bring the muscle back to normal. Moncayo & Moncayo 
are endocrinologists trained in AK musculoskeletal and 
endocrinology, who have published a number of papers 
showing that the AK MMT can diagnose and properly 
guide acupuncture treatment for patients with endocrine 
dysfunctions as detected by musculoskeletal examination 
findings and confirmed by blood testing.” 

Costaand Araujo # demonstratedoneoftheapproaches 
used in Applied Kinesiology for decades in evaluating the 
meridian system. They showed that stimulation of the 
sedation point for the Bladder meridian (acupuncture 
point Stomach-36) induced decreased strength in the 
tibialis anterior muscle as measured by electromyography. 
The tibialis anterior muscle corresponds to the Bladder 
meridian in AK. 


The Bi-Digital O-Ring test 
of Dr. Yoshiaki Omura 


In the late 1970’s Yoshiaki Omura (a medical doctor 
and electrical engineer) developed a method of TCM 
assessment (using the AK approaches of MMT and TL) 
that have been utilized in Western medicine, dentistry, 
veterinary and Oriental medicine. ** Dr. Omura visited 
Dr. Goodheart in his office in the 1980s and observed him. 
(Schmitt, personal communication) Omura has 44 Indexed 
papers listed in PubMed regarding the effects of Qi and 
other subtleenergy fields and acupuncture areasand points 
upon the MMT. 


Omura noticed that when aslight pressure was applied 
to skin areas, often related to previous pain, thata decrease 
in grip strength was observed. Omura noticed that it was 
possible to test asubject's resistance to having their thumb 
and finger pried apart from one another when they only 
held their fingers “tip-to-tip”, in opposition to each other. 
This is the characteristic Bi-digital O-Ring Test (BDORT) 
for which this method is named. Omura expanded this 
observation by noting that a patient's O-ring strength could 
change during contact with various test substances, e.g. 
specific nutrients, chemicals, pathogens, toxins, etc. Healso 
found that a patient's fingers could more easily be pulled 


History 


apart during his O-ring testing when the patient came 
in contact with “unhealthful” items. Conversely, when in 
contact with “healthful” items, the original finger strength 
would be maintained. 


Following the work of Goodheart, Omura showed 7°” 
that when a patient touched their Alarm or Mu point ofan 
organ while simultaneously holding a substance suspected 
to be toxic to that organ, the BDORT showed a weakening 
response. 


In addition to many journal articles chronicling his 
observations regarding the BDORT and its usefulness for 
other diagnostic problems, Omura published two books in 
Spanish on the BDORT and one in Japanese. A synopsis 
has also been published of this method, by an electrical 
engineer who worked with Omura for 20 years. ®° Losco 
records that “The O-ring test is presently being used by 
many physicians around the world and it is being taught 
in some medical schools in Japan, Finland and Venezuela”. 


Bi-Digital O-Ring Test ofOmura 


It is fascinating to discover the ripple effect of 
Goodheart’s work extending so far in TCM, to encompass 
so many cultures and languages. Of course, the BDORT is 
onlyasmall component of the vast collection of innovative 
AK methods now used by practitioners who use TCM. 
However, Omura's crediting Goodheart with many of his 
innovations in this area is noteworthy. 

The contributions and new principles relating to AK 
and TCM have been used as a springboard for many other 
techniques and systems, including Scott Walker’s Neuro- 
Emotional T echnique, * John Thie's Touch for Health, ® 
John Diamond's Behavioral Kinesiology,* Roger Callahan's 
Thought Field Therapy, * Gary Craig’s Emotional Freedom 
Techniques, ®and Fred Gallo and Harry Vinoenzi’s Energy 
Tapping °” (among many others) now established in the 
field of Complementary and Alternative Medicine. 
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Applied Kinesiology in Complementary and 
Alternative Medicine 


Dr. John Thie, 
Founder of Touch For Health 


Dr. Thie at the last Touch For Health seminar that 
Dr. Thie could attend before his untimely passing. 


Public awareness of AKand MMT has spread 
worldwidebyvirtue.ofthe patient education program Touch 
for Health (T4H), designed by ICAK Diplomate Dr. John 
Thie. % In 1970, Thie (the first chairman ofthe ICAKUSA) 
wanted “kinesiology” to be available for the general public 
while Dr. Goodheart wanted to continue teaching Applied 
Kinesiology only to professionals licensed to diagnose and 
treat patients. Goodheart challenged Thie to write a book 
for the public. This policy of teaching full-scope Applied 
Kinesiology only to physicians, and the various lay-systems 
derived from Applied Kinesiology operating in parallel in 
their respective fields, remains to this day. Dr. Thie's books 
on Touch for Health are among the best-selling in the self- 
help and self-healing domains. The English text has sold 
over 500,000 copies and been translated into 23 languages. 

Dr. Thie’s vision was to develop a lay person support 
group like other professions had done 
(American Diabetic Association, 
American Cancer Association, 
Arthritis Foundation, andso on andso 
on) with the ICAK doctors providing 
leadership and guidanceabout natural 
health methods and the lay part of 
the group supporting these efforts 
and spreading the word to other lay 
people and potential patients as other 
professions have sosucoessfully done. 
In2018,“EnergeticandSpecialized 
Kinesiologies” are celebrating 35 years 
of kinesiology in German-speaking 
countries, 35 years of the IAK, and, 30 
years of the professional association 


DGAK. 2018’s Touch for Health 


Kinesiology (TFHK) Association's annual conference 
marked 43 consecutive years of AK/ TFH/ Educational 
Kinesiology (EduK)/SK/EnK.conferenoes. Theirgatherings 
in the USA (or under the IAK, DGAK and IKC banners in 
Germany, or the 5th Kinesiology Conference in Mosoow, or 
the 2nd greater China Kinesiology conference inShenzhen) 
are at least in part a celebration of the popularization of 
Applied Kinesiology around the world for lay people and 
non-physician clinicians. 

Energy Medicine and Energy Psychology conferences 
continue to spread, expandand apply Energetic Kinesiology 
principles, though often the speakers and attendees are 
unaware of the roots of their work in AK, TFH or other 
systems ofKinesiology. 

In 1975, when AK and TFH diverged, some of the 
ICAK physicians objected to sharing Kinesiology methods 
with the lay public, fearing it could be dangerous, of low 
quality, or result in a competing profession with a much 
lower standard of training. As of 2018, the lay peer-to- 
peer teaching model is alive and well via T4H, Educational 
Kinesiology, and so many other workshop that have 
truly spread “Kinesiology” throughout the world, with 
repeatable, similar benefits, in countless languages, cultures 
and settings. TFH has been taught in more than 100 
countries and at least 23 languages. 

A new profession of Specialized Kinesiology or 
Energy Kinesiology has indeed emerged from Goodheart’s 
“physician only” teachings and continues to grow around 
the world. It has not resulted in any shortage of “sick 
people” for all of the AK physicians to help! Indeed, greater 
mutual awareness and cross-referral will only increase the 
public knowledge and access to the optimum practitioner 
for their needs. 

Perhaps Energy Psychology has done the most to 
publishdocumentationof Energy Kinesiologyinterventions 
in the peer-reviewed journals, primarily through outcome 
studies using Emotional Freedom Technique (EFT). EFT 
has probably spread the farthest and the fastest, impacting 
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Drs. Goodheart and Thie lecturing to chiropractors in 1975 
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millions of lives, and enhancing the practice of many 
professionals (and many of them have no idea EFT has 
roots in Dr. Goodheart’s AK and Callahan’s Thought Field 
Therapy (TFT). 

For so many years, literally millions of people have 
known for themselves that “Kinesiology” really works for 
them, but it is incumbent upon Kinesiologists to produce 
more orthodox, scientific evidence for its wider acoeptance 
and further development. 


Dr. John D. Diamond 


John Diamond is a psychiatrist who, after he met Dr. 
Goodheart, became interested in the psychologicaland the 
psychiatric aspects of Applied Kinesiology, “as I realized it 
could give us instant access to the unconscious.” Just & 
Sigmund Freud (1900) revealed how dreams may prove to 
be a “royal road” to the unconscious mind, Dr. Diamond 
hasshown how manual muscletesting during psychological 

questioning functions as another window to hidden 
motives and emotions. This is what makes Diamond’s work 
so congruent with psychoanalysis and applied kinesiology. 
The principles of MMT developed in Applied Kinesiology 
were adapted by John Diamond in his book Behavioral 
Kinesiology, ®’and form the basis of contemporary 
‘energy psychology’, a popularized form of these 
psychosocial approaches that originated in Applied 
Kinesiology. Dr. Diamond has published significant 
amounts of theoretical and outcomes research related 
to the diagnosis (using the MMT‘)) and treatment (using 
psychological, meridian, nutritional, homeopathic, and 


History 


International Kinesiology College 


Energy Kinesiology Association 
Intl. Assoc. of Specialized Kinesiology 
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John Thie Bio and Timeline 
The Fathers of Kinesiology 
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manual methods) of psychosocial disorders. A review of his 
writings and research should be made by anyone wishing 
to expand their knowledge in the area of psychosocial 
dysfunction. 

Dr. John Diamond was the first medical clinician- 
scientist in the psychological field to use and 
scientifically write about the meridian system's influence 
on human psychological behavior and the link between the 
acupuncture meridians and emotions. Diamond is a 
psychiatristand pastpresidentofthe International Academy 
of Preventive Medicine, and was critical in bringing many 
leaders in the field of 


CAM. to Goodheart’s 
attention, as well & 
bringing Goodheart’s Unlock 


work to many leaders in Ihe power 


the C.A.M. community. 
Diamond’s pioneering 
concepts, together with 
some of the concepts 
developed by Goodheart 
in Applied Kinesiology, 
form the basis on 
which a new method 
of holistic psychology 
developed, and from his 
work the new field of 
“energy psychotherapy” 
emerged. ”' 


of your 
noturol 
energy! 


- 274- 
"VE 


Dr. Diamond with Dr. Goodheart 


Dr. Goodheart said “Dr. John Diamond has been a 
friend and physician colleague for over thirty years. He 
alonedeservesaNobelPrizefor hisaccurateobservationson 
the acupuncture meridians and emotions.” From his initial 
work Dr. Diamond has sspent 35 years developing methods 
of diagnosing and treating what he calls “The Acupuncture 
Emotional System”, associating the major positive and 
negativeemotions with each meridian and thereby offering 
one possible pillar for psychosomatic medicine. In his view 
theacupuncturesystem is thecommunicating link between 
the emotions, the organs, and the muscles. 


Dr. John Diamond demonstrates “psychological challenge” 
as used in AK with his own manual muscle test 


Diamond’s work also had a strong influence on the 
renowned osteopath Robert Fulford, D.O., with whom he 
corresponded. Fulford found Diamond'’s book Life Energy 
essential, (1985) and his discussion of birth trauma were 
critical to Dr. Fulford’s development of methods to release 
cranial injuries in children at birth. Diamond relates issues 
of fear, hate, and envy that may accompany the infant’s 
leaving the comfort of the womb. As a whole Diamond’s 

work suggests that the body and the psyche progress 
in parallel during the developmental process, and that 
interventions aimed at improving the emotional-adaptive 
response to the birth experience and life traumas ss 
fundamental for the patient's development and well-being. 

Diamond was instrumental in the meetings between 
Dr. Goodheart and Dr. Willie May, and the salutary results 
from this interaction have been extensively published in 
the biomedical and chiropractic professions. 
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Dr. Diamond’s work was the first in the psychological 
field to use and scientifically write about the meridian 
system’s influence on human behavior. His pioneering 
concepts, together with some of the advanced concepts in 
Applied Kinesiology, formed the basis on which the new 
field of “energy psychotherapy” developed. 

A brief summary a few of the contributions of Dr. 
Diamond are as follows: 

e Dr. Diamond identified the links between specific 
meridians and emotions. 

e Dr. Diamond discovered how muscle testing of 
meridian, acupuncture, and alarm points could be 
used to identify the meridian imbalance underlying 
an emotional state. 

« Dr. Diamond discovered how meridian imbalance 
may occur in layers, and how these maycorrespond 
to layers of emotions. Thus, he used muscle testing 
to identify the sequence of meridians that required 
treatment in relation to a particular emotional 
problem. The complexity of the human psyche was 
found to be reflected in the complex adaptations 
made by the human muscle and meridiansystem. 

« Dr. Diamond suggested that manual muscle testing 
could be extended to exploring emotional truth, as 
well as the impact of all manner of mental stimuli 
upon the measurable human muscular system. 

« _ Dr.Diamond discovered how meridians that are out 
of balance may be corrected by specific affirmations. 

e Thus, Dr. Diamond discovered an efficient way 
of identifying how the meridian system is out of 
balance in relation to an emotional problem, fear or 
phobia, and how to correct this. 

e Dr. Diamond also identified profound obstacles to 
healing, such as the “reversal of the body'smorality” 
(what is called “psychological reversal” in AK).” 

e _ Diamond'’swork led to profound elaborations on the 
use of the manual muscle test and AK approaches in 
many diverse but associated systems of treatmentin 
the field of “energy psychology’ and “kinesiology”. 


Dr. Roger Callahan 


Dr. Phil Mollon (one of the leading writers in the new 
field of “energy psychotherapy”) credits Dr. Goodheart 
with a fundamental contribution to the development of 
this new field of study. Dr. Mollon’s history of Goodheart’s 
contributions in this area is exhaustive. ”' 

Emotional Freedom Techniques commonly known 
as 'EFT,” is a popular and form of “energy psychology”. 
Its founder Gary Craig (an engineer) gives Dr. Goodheart 
credit for its development. Dr. Goodheart demonstrated the 
effect of the meridian system upon human function for Mr. 
Craig and his teacher Dr. Roger Callahan, and from their 
use of these insights, developed methods that have spread 
to literally millions of people around the world. 

It has now been estimated (by taking a census of the 
number of students taught by Kinesiology teachersaround 
the world) that the MMT and the basic factors of therapy 
introduced by Dr. Goodheart for physicians in the early 
19608 is now practiced by over 1 million people around the 
world. ! 
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October 10, 1981 


Dr.George Goodheart, Jr. 
sy42 Michigan Building 
Detroit, Michigan 48226 


Dear Dr. Goodheart: 


Enclosed are office forms re my appointnents on 
October 26 and 27. My wife, Ashley: will be 
unable to come but please let me have her times 
as well as any others that may be available on 
the above dates. 


I have asked Dr. Nancy MeBride and Dr. Kathleen 
Power to send records of my treatment to your 
office... - N) F 
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Professional Applied Kinesiology is Mapping 


New Territories Around the World 


HAK 


Despite the incessantexpansion, evolution and redevelopment, much ofthe original AK approach hasstood the test of 
time and persists in its essentials among the hundreds of thousands of MMT practitioners around the world. The voluntary 
skeletal muscular system is the source and the recipient of the greatest neural activity in the body, and therefore the AK 


clinician is one of the most comprehensive “diagnosticians” of 
human function and malfunction at work in the world today. 
Dr. Goodheart and the ICAK have dedicated their lives 
to the future of integrative healthcare and its realization with 
Applied Kinesiology. This passion for functional diagnosis — 
“diagnose the need, supply the need, observe the result” — for 
the most unusualand themost common patient problems has 
been shared at chiropractic, osteopathic, medical, and dental 
colleges, seminars, and lecture-tours all over North America, 
Europe, Australiaand Asia. Hailed asa friend and inspiration 
to many, Dr. Goodheart is a man to be remembered, honored, 
and modeled. The numbers of clinicians and healing 
professions that are using and developing AK demonstrate 
that many of the most famous doctors in the orthodox and 
complementary and alternative medicine world felt that “the 
Goodheart’s approach” was invaluable because it focused on 
measurable physical factors which make up the constellation 
of dysfunctions affecting the person's total health picture and 
happiness. 
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